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I. OCCURRENCE OF PREGNANCY IN THE TUBER- 
CULOUS 
CIENTIFIC obstetricians are agreed that 
S safety to the mother should precede any 
consideration of the child when one must 
be sacrificed at the expense of the other. If this 
custom be adhered to in the question of pregnancy 
complicated by tuberculosis, the birth-rate in 
certain localities would fall far below the normal. 
According to Bacon of Chicago, 25 to 29 per cent 
of all women in the childbearing age, i.e., between 
15 and 50 years, die of pulmonary tuberculosis. 
This would indicate that each year there are be- 
tween 22,000 and 44,000 gravide in the United 
States who have active pulmonary tuberculosis 
in one of the three stages. If latent cases be 
included, this number would be materially in- 
creased. 

Volumes have been written upon all phases of 
the tuberculosis question, but practically nothing 
has been done for the unfortunate gravida who 
has pulmonary tuberculosis. Sanitaria, dispen- 
saries, floating hospitals, “rest homes,” etc., 
have been provided for those suffering from 
pulmonary tuberculosis. Rich or poor may 
receive adequate attention, yet no such provision 
has ever been made for pregnant women who are 
the subjects of pulmonary tuberculosis, although 
guidance through the pregnancy, scientific super- 
vision of the labor and puerperium, with proper 
care of the child, and finally sanitarium treat- 
ment for the mother should be provided. 


II. EFFECT OF TUBERCULOSIS UPON PREGNANCY 

The effect of tuberculosis on the course of 
pregnancy is practically nil. Emil Sergent 
states that tuberculous women seldom _be- 
come pregnant and that if pregnancy does 
occur abortion is rare even in advanced tuber- 
culosis with cavity formation. Other observers 
do not believe that this statement is applicable 
to the milder forms of pulmonary tuberculosis, 
but agree that the more advanced cases have a 
lessened susceptibility to impregnation. How- 
ever, to quote Lobenstine, it is reasonable to 
suppose that abortion is more common in the 
tuberculous than in the non-tuberculous woman. 
This may be due to the cough and hemoptysis, 
to vomiting, or to a sharp rise in temperature. 
An endocarditis or a considerable tubercular 
involvement of the decidua or placenta may 
cause an abortion during the first trimester. 
Formerly the tendency to premature labor was 
thought to be even greater than to abortion or 
miscarriage, but recently this statement has not 
been substantiated. Both DeLee and Williams 
state that the disease doe#-not predispose to 
premature interruption of the pregnancy unless 
the pulmonary lesion be of the florid, fulminating 
type. In such cases the cough and hemoptysis, 
fever, vomiting, tubercular infection of the 
placenta or decidua, placental hemorrhages, etc., 
may precipitate a premature labor. 

In the mild cases going to term we find that 
the labor may be completed without cause for 


233 


234 


alarm, while in the advanced cases labor may be 
tedious, prolonged, and fraught with many dan- 
gers to the mother: e.g., dyspnoea, cough, heemop- 
tysis, impending cardiac failure, pulmonary 
cedema, pneumothorax, and, rarely, general 
dissemination of the infection through the lungs. 

Upon the puerperium mild inactive pulmonary 
tuberculosis seems to have no effect per se; 
hemorrhage is no greater and involution is not 
retarded. In the more active and progressive 
cases there is apt to be excessive hamorrhage 
and involution may be tardy. These ill-effects, 
no doubt, are due to the general asthenic condi- 
tion of the woman at this time. 


Ill, EFFECT OF PREGNANCY ON TUBERCULOSIS 


The effect of pregnancy upon tuberculosis is 
variable. Naturally the extent of the tuber- 
culous lesion, the existence of complications, 
and the hygienic surroundings of the patient will 
determine in a large degree the ultimate results. 
In susceptible women with tubercular tendencies 
statistics show that pregnancy is directly respon- 
sible for the development of pulmonary tuber- 
culosis. Furthermore, a dormant pulmonary 
tuberculosis may be rekindled and assume 
activity with renewed energy. ‘Trembley of 
Saranac Lake states that in a series of 240 tuber- 
cular women, 63 per cent attributed the begin- 
ning of their tuberculosis to pregnancy and 
parturition. Fishberg, in a series of 286 tuber- 
cular women, found that 37.4 per cent developed 
tubercular symptoms following childbirth. Jacob 
and Pannwitz, quoted by Lobenstine, claim that 
in 337 cases of tubercular women 25 per cent 
traced the origin or aggravation of the disease 
to pregnancy, while Marogliano, in 385 cases, 
found 59 per cent who attributed the beginning 
of their tubercular career to the ordeal of preg- 
nancy and labor. 

In those women who have long been the sub- 
jects of tuberculosis, particularly the inactive 
first and second stage cases, pregnancy seems to 
improve their general condition. If they pass 
through the first three months without aborting, 
they may continue with improvement and come 
to term in fairly good condition. On the other 
hand, they may during the last three months of 
pregnancy lose ground and become gravely ill 
with difficulty in breathing, a consuming cough, 
hemoptysis, loss of weight, with general weak- 
ness and exhaustion. In cases in the third stage 
with an exhaustive cough, hemoptysis, and fever, 
the prognosis is always bad and death may occur 
at any stage of the pregnancy, labor, or puer- 
perium. Lobenstine, in the Bulletin of the 


INTERNATIONAL ABSTRACT OF SURGERY 


Lying-in-Hospital of New York, claims that 38 
per cent of their cases were seriously affected by 
parturition. Lebert states that 75 per cent of 
tubercular women are badly influenced by 
pregnancy and the puerperium. Kaminer found 
that 66 per cent of his active cases either died or 
were made decidedly worse, while the mild cases 
did not show any bad effects from the pregnancy 
and labor. H. von Bardeleben writes that the 
average number of women who grew worse under 
such conditions, judging from the communica- 
tions of 14 correspondents, was 71 per cent; the 
fatal cases, according to the statements of 19 
correspondents, averaged 47 per cent. 

Practically all observers agree that labor and 
the puerperium are the periods of greatest danger 
to the woman. During labor sudden death may 
occur from cardiac failure, pulmonary oedema, 
or pulmonary hemorrhage. During the puer- 
perium the tuberculosis may become fulminating 
and cause death in a surprisingly short time. 
Schlimpert, with his great experience in dissec- 
tion, asserts that the greatest number of deaths 
from tuberculosis during pregnancy occur in 
childbed. Accidents during the puerperium are 
liable to occur in all types of tuberculosis with 
active lesions and sometimes of only moderate 
severity. In other words, the puerperium is .a 
period of “watchful expectancy,” for one can 
hardly expect to prognosticate correctly in any 
case, latent or active, where the uncertainty of 
the reaction is so great. 

While the influence of pulmonary tuber- 
culosis on pregnancy allows of a difference of 
opinion among authorities, all observers are 
agreed that laryngeal tuberculosis is a source of 
the greatest danger to both mother and child. 
According to Imhofer, the prognosis in tuber- 
cular laryngitis complicating pregnancy is ex- 
tremely unfavorable—the mortality being 86 to 
go per cent. Kuttner also claims a go per cent 
mortality. Stoeckel, Lasogna, Pankow and 
Kiipferle, Lubliner, von Sokalowski, and others, 
have in former years made reports that essentially 
coincide with the present day observations. 
Lobenstine says that abortion and premature 
labor are especially prone to occur in laryngeal 
tuberculosis, and, furthermore, about 75 per cent 
. the children die either during labor or soon 
after. 


IV. EFFECT OF TUBERCULOSIS UPON THE FETUS 

Regarding the effect of tuberculosis upon the 
foetus, there is positive evidence that tuber- 
culosis may be transmitted direct from mother 
Congenital tuberculous infection, 


to child. 
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according to Charles Norris, may be due to the 
spermatozoén or the ovum—a_ germinative 
infection; or the foetus may subsequently become 
infected through a material bacillemia; or in- 
fection may be the result of direct extension from 
neighboring structures either by continuity or 
through adjacent lymph-channels. 

Norris further states that tubercular bacilli 
have never been found in a spermatozoén, but 
that he believes it is possible for a tubercular 
bacillus to become attached to a spermatozoén 
at any point along the path of its progress from 
the testicle through the vas deferens, urethra, 
external surface of the penis, vagina, cervix, 
uterus, etc. It is, therefore, possible, theoret- 
ically at least, for an ovum to become invaded 
by an infected spermatozoon. 

As to the hematogenous mode of infection 
there is no question, and what follows will clear 
up the cloud of doubt in this regard. Again, 
tubercular bacilli, by extension from the fallopian 
tubes or cervix may infect the decidua and from 
thence by continuity reach the placenta. Also 
a lymphatic infection from some adjacent tuber- 
culous lesion may occur. Therefore, in either of 
these ways a tubercular infection may eventually 
reach the foetus. 

Hauser, in 1898, found in the literature reports 
of 18 cases of congenital tuberculosis. Martha 
Wollstein, in 1905, reported a case of “proved 
congenital tuberculosis.” Novak and Ranzel 
claim that in 70 per cent of the cases of positive 
tuberculosis the placente contain tubercular 
bacilli. Schmorl and Geipel assert that in 45 per 
cent of known tubercular women the placentz 
contain tubercular bacilli. Charles Norris states 
that from a summary of 67 cases of maternal 
tuberculosis gathered from the literature 30 per 
cent presented positive evidence of tubercular 
bacilli in the placenta. Ina personal communica- 
tion Norris says that he has found 20 per cent of 
the placente of positively tubercular women to 
contain tubercular bacilli and furthermore be- 
lieves that it is possible for tubercular bacilli to 
be transmitted through a normal placenta. _ 

Granted that the child may be infected in 
utero, must the infection be active from the time 
of its inception or may it not remain dormant and 
inactive? Sitzenfrey, with other observers, 
believes that the infection may remain latent 
and inactive for a prolonged period of time — 2 
to 3 years and even longer. Behring even states 
that pulmonary phthisis in adults is frequently 
the result of infection acquired during childhood. 
In the vast majority of instances, however, it 
may be stated that the tuberculous infection is 
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active from its inception, because, as we shall 
point out later, from 50 to 70 per cent of these 
children die during the first year of life. 

Furthermore, granting that the transmission 
is not direct, inherited predisposition and infec- 
tion in the family must be seriously considered. 
Trembley claims that the offspring of tubercular 
parents are weak and display a scrofulous dia- 
thesis. A. Jacobi says that 70 per cent of these 
infants succumb during the first year of their 
existence. Weinberg states that 67.9 per cent of 
infants born of tubercular parents die within the 
first year. Likewise Zirkel claims a 58 per cent 
mortality for the first year, while Pankow and 
Kiipferle state that 54.5 per cent of these children 
die before the twelfth month of life. Miller and 
Woodruff of New York examined 150 children 
born of tubercular parents and found that 51 
per cent of these were positively tubercular, 20 
per cent were doubtful, and 29 per cent were not 
tubercular. Floyd and Bodwitch of Boston 
showed that 36 per cent of children born of tuber- 
cular parents had signs of lung tuberculosis and 
30 per cent showed signs of the infection else- 
where — a total of 66 per cent showing tuber- 
culosis in some form. 


Vv. LACTATION IN THE TUBERCULOUS 


Of all the questions regarding the effects of 
pregnancy upon tuberculosis, there is one phase 
that demands most careful consideration; viz., 
nursing. The objection to nursing is the danger 
of infecting the child and the added drain upon 
the mother’s strength. The mother needs all of 
her reserve force to fight her infection. The child 
born a weakling and thus handicapped at the out- 
set must have the very best nutrition in the most 
wholesome surroundings. Women in the first 
stage with mild inactive pulmonary lesions may 
be allowed to nurse a puny, inactive baby for a 
few weeks — 6 to 12 — if at the end of that time 
artificial feeding is substituted. If the baby is 
robust and active, nursing should not be allowed 
at any time. A. Jacobi maintains that the baby 
may nurse in the latent or incipient cases if it be 
separated from the mother immediately after 
each nursing. If, under such conditions, the 
mother begins to lose weight and decline in 
strength, the baby must be weaned. E. Sergent, 
Lobenstine, and others would not allow the baby 
to nurse under any consideration if the mother 
is known to have pulmonary tuberculosis. 

The wet-nurse is the ideal substitute for 
mother’s milk. Where she is not available, for 
financial or other reasons, modified cow’s milk is 
the next choice. If the baby fails to properly 
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consume modified cow’s milk, some one of the 
commercial “baby foods” may be substituted. 
Admitting that from 50 to 70 per cent of the 
children born of tubercular parents and who 
remain in contact with them, contract the dis- 
ease, isolation and artificial feeding, under com- 
petent supervision, would seem the best solution 
of the problem. This procedure would un- 
doubtedly give the mother a better chance of 
recovery; the child, if not already infected, the 
best chance to remain uninfected. 


VI. PROPHYLAXSIS IN PREGNANCY AND TUBER- 
CULOSIS 

In the prophylactic consideration of pregnancy 
complicated by tuberculosis there are two 
problems which confront us. First, the pre- 
vention of infection of a woman who is already 
pregnant or who is apt to become pregnant, and 
second, the prevention of pregnancy in a woman 
who has tuberculosis. A man with tuberculosis 
should not marry, for in such a case he immedi- 
ately becomes the chief source of infection for the 
woman. If the husband should acquire tuber- 
culosis after marriage, sanitorial treatment is 
the best means of protection to his family. If 
not cured he may at least learn how to “live 
and let live.” 

Relative to the second issue in prophylaxis all 
authorities are agreed that a woman with active 
tuberculosis should not marry. If she marries, 
instruction in the methods of the prevention of 
conception becomes the duty of her physician. 
This may be accomplished by (1) abstinence 
from coitus; (2) by the use of preventive mea- 
sures; and (3) by artificial sterilization. The 
first two of these need not be discussed. Either 
may or may not accomplish the desired end, de- 
pending on the temperament of the contracting 
parties. Both are usually failures in the end. 
This brings us to the more or less complicated 
question of artificial sterilization. This may be 
accomplished in three ways: (1) by ligation 
of the tubes — implanting the uterine end be- 
neath the peritoneum or in the broad ligaments; 
(2) by castration; (3) by hysterectomy. 

The first method may be termed a temporary 
method of sterilization, because if at any time 
following such a procedure the woman was cured 
of her tuberculosis and wished to again become 
pregnant, the tubes could be reinserted into the 
uterus and thus give her a chance to conceive 
again. 

According to Bacon of Chicago, this operation 
may be performed at the same time that the 
abortion is done, provided the pregnancy has 


not progressed beyond the twelfth week. If 
farther advanced, the abortion may be done at 
one sitting and the sterilization operation several 
weeks later. Schauta also shares in the belief 
that such a procedure is the correct one to follow. 
On the other hand, Schenck of Detroit is not con- 
vinced that sterilization, in any but the rarest 
cases, is ever justifiable. 

Castration or hysterectomy naturally renders 
the woman absolutely sterile. Bumm and Martin 
recommend the combination, holding that re- 
moval of the ovaries helps to overcome the tuber- 
culous process by adding fat and strength to 
fight the infection. Others deny this belief and 
maintain that the artificial menopause thus 
produced is an actual detriment to the patient 
with tuberculosis. Certainly the combination 
is unnecessary in most cases and it would seem 
advisable to give hysterectomy the preference 
over castration wherever possible. Von Bardele- 
ben would do a vaginal excision of the fundus 
uteri and placental site, leaving the ovaries behind. 

The method of atmocausis, advocated by 
Pincus, has been used, but without favor. Sterili- 
zation by means of the réntgen ray has been 
tried, particularly in Germany, but has not been 
universally successful. 

When both husband and wife have tuber- 
culosis, vasectomy should be performed on the 
husband. Knopf believes that every man who 
has active pulmonary tuberculosis should 
have a vasectomy performed; likewise every 
woman salpingectomy. 


VII. TREATMENT OF PREGNANCY IN THE TUBER- 
CULOUS 

The active treatment of pregnancy com- 
plicated by tuberculosis naturally divides itself 
into (1) the general and (2) the obstetrical. 

The general treatment includes such dietetic, 
hygienic, and medicinal measures as may benefit 
any case of pulmonary tuberculosis. Nothing 
further need be said regarding the detail of this 
treatment. 

The obstetrical management includes (1) the 
question of the interruption of pregnancy and 
(2) the methods by which interruption is best 
accomplished. 

According to Bacon of Chicago there are two 
indications for the induction of abortion in these 
cases. They are: (1) the vital indication, when 
it is necessary to save the life of the gravida who 
is in immediate danger of dying; and (2) the 
prophylactic indication, when abortion is done to 
prevent the progressive development of the 
disease which may be expected to occur from 
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gestation and labor. The first indication, as 
Bacon states, will be rare. Practically all thera- 
peutic abortions will be done for the prophy- 
lactic indication. 

During the first three months of pregnancy 
therapeutic abortion is indicated for all proven 
active cases of pulmonary tuberculosis. The 
earlier the intervention the better the prognosis. 
An inactive or healed pulmonary lesion is no 
indication for interference, provided the patient 
is in good general health. Advanced cases 
should be aborted early and sterilized by any 
suitable method the surgeon may choose — pref- 
erably abdominal or vaginal hysterectomy 
(Bacon, Bumm, Martin, Lobenstine, Heil, von 
Bardeleben, and others). Even when done 
early, interference is not attended with any 
great success. Veit has shown that 43 per cent 
of such cases do badly, while von Bardeleben 
states that 50 per cent of his cases died following 
therapeutic abortion. From the fifth to seventh 
month artificial interruption is not to be under- 
taken, except in progressive cases where the 
woman is steadily growing worse. Hysterectomy 
(Bumm) or vaginal excision of the body of the 
uterus and placental site (von Bardeleben) 
should be done, following the emptying of the 
uterus. This may be done at once or a few weeks 
later. For the very grave, rapidly failing cases, 
during the second and third trimesters, nothing 
can be done that will better conditions. “‘ Watch- 
ful waiting’? may seem cowardly, but operative 
interference is almost sure to terminate fatally. 

Beyond all this statistical study there is still 
a very important phase of this question; viz., 
individualization. As Bacon puts it, ‘The 
correctness of the conclusion must depend on the 
ability of the physician to form a correct judg- 
ment.” Furthermore, ‘assuming that the physi- 
cian possesses a good theoretical knowledge of 
the premises and an acute sense of his respon- 
sibility, yet he must have experience.” Experi- 
ence only can give one the required skill to 
individualize intelligently. Experience means 
the observation of hundreds of cases and thus it 
becomes apparant that the wise counsel of a good 
internist and the statistical data at hand must be 
employed if we are to give the patient the best 
that is within our power. 

The method of interrupting the pregnancy 
and the conduct of labor at or near term con- 
stitutes a very important phase in the treatment 
of pregnancy complicated by tuberculosis. First 
of all the best method of interruption is that 
method which causes the least trauma and shock 
to the mother. The foetus can usually be dis- 


regarded. Interruption must be done early to be 
of value to the tubercular mother. Induction 
of premature labor, where the pulmonary con- 
dition is active and progressive, is the correct 
procedure. Nevertheless, the mother will have 
suffered the ravages of pregnancy, plus the tuber- 
culosis, before this period will have been reached. 
The baby is born a weakling, probably ‘‘con- 
genitally tuberculosed,’” and thus begins life 
under added difficulties. 

Interruption during the first 12 to 16 weeks 
had best be done by a preliminary 24 to 36 hour 
pack of the cervix and vagina, followed by 
dilatation and curettage under light ether or 
ether-oxygen anesthesia. A. Martin states 
that the method of terminating the pregnancy is 
irrelevant, provided it is done in an aseptic 
manner and without loss of blood. Bossi of 
Genoa urges rapid mechanical dilatation, fo!- 
lowed by curettage, and states that in 40 cases 
terminated in this manner before the sixth month 
there was a marked improvement in the pulmon- 
ary disease. In 23 cases treated in like manner, 
after the sixth month, very few were improved. 
Bacon of Chicago recommends anterior hyster- 
otomy for the experienced surgeon but thinks the 
general practitioner will have less risk with 
dilatation and curettage. Sterilization by any of 
the methods discussed above is advised after 
emptying the uterus. When interference is 
done between the twentieth to twenty-eighth 
week, anterior hysterotomy (vaginal casarean) 
is the operation of choice. Bumm recommends 
hysterectomy, leaving the ovaries, if possible, 
in every pregnant woman who has pulmonary 
tuberculosis. Heil agrees with Bumm and adds 
that to avoid the evil results of a general anzs- 
thetic, lumbar or conduction anzsthesia should 
be employed. Von Bardeleben excised the pla- 
cental site per vaginum in 40 cases during the 
first four months of pregnancy and in 8 cases of 
laparotomy, from the fifth month onward, with- 
out a single fatality. In the active and progres- 
sive types of pulmonary tuberculosis, following 
abortion, during the first four months, Loben- 
stine advises the employment of abdominal or 
vaginal hysterectomy. Furthermore, in the 
later months of pregnancy where the tuber- 
culosis is progressive and interference must be 
resorted to, hysterectomy gives the best results. 
If the pregnancy has been carried to or near term, 
the labor should be made as easy and short as 
possible. Bacon recommends rupture of the 
membranes and metreurysis with pituitrin as 
the quickest mode of delivery. Vaginal caesarean 
section, in expert hands, offers quick relief. 
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Trembley recommends forceps delivery as soon as 
the cervix is sufficiently dilated. Finally ‘“twi- 
light sleep” may supply a long-felt want in these 
tuberculosis cases, for under its influence the 
woman may pass through her labor with the 
least physical effort. 
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INFECTION OF GUNSHOT WOUNDS 
By COLONEL LOUIS A. LAGARDE, Mepticat Corps, U.S. A., RETIRED 


HE nature of the infection in gunshot 
wounds is no different from that in other 
wounds that have become contaminated 

by infective matter. We ail know, however, 
that infection in a wound is largely due to con- 
tributing factors that have to do especially with 
the characteristic features of the wound, and to 
environment. In order to illustrate our meaning 
let us take a compound fracture of the tibia of 
the middle-third such as we find in a civil hospital 
resulting from traumatism common to such cases, 
and let us compare the features of such a wound 
with those of a compound fracture by a fragment 
of shell, a shrapnel ball, a rifle bullet, or any of 
the projectiles used in hand weapons when 
animated with high or even medium velocity, 
such as one finds among war wounds. 

The compound fracture in the. civil hospital 
is most likely oblique, with few or no isolated 
spicules of bone. The traumatism to the soft 
tissues is confined to the immediate vicinity 
of the solution of continuity in the bone. The 
wound in the skin, be it large or small, is neces- 
sarily infected by the unclean skin and clothing 
of the patient. The infection is superficially 
located at first, and the environments being 
favorable and under the control of the surgeon 
the patient is taken at once to a well appointed 
hospital, where the surgeon treats the case in 
accordance with the rules of modern surgery. 
He washes away the infection which is super- 
ficially located, exposes any pocket or recess in 
which infection is likely to lodge, and irrigates 
the surfaces thereof and those of the wound 
generally with a suitable antiseptic, and then 
dresses the part with a clean dressing, places the 
limb in a fixation splint and awaits developments. 
In the large majority of cases the outcome will 
be satisfactory. If signs of infection appear 
the surgeon takes off the dressings, irrigates 
the wound again, redresses it, and, still main- 
taining fixation, has every reason to look for a 
good recovery. 

Let us compare this picture with that of a 
compound fracture of one of the long bones by 
gunshot. As an extreme example we might 
consider the lesion which we generally find in a 
gunshot fracture of the diaphysis of the tibia at 
close range — within too yards — by any of the 
reduced caliber military rifles the ballistic values 
of which are very much the same. At such a 


range the wound exhibits what military surgeons 
have designated as a lesion with explosive effects. 
The injury to soft parts is not limited to the 
immediate foyer of fracture in the bone as we 
find it in nearly all cases of fracture from traumata 
in civil life. At the moment of impact against 
the hard cancellous bone substance the part was 
hit by a bullet traveling at the rate of about 
2,500 f.s. while exerting an energy of about 
2,000 foot pounds. The force caused comminu- 
tion and pulverization of the bone substance. 
Particles of bone varying in diameter from a 
grain of sand to one-half inch or more in diam- 
eter were driven into the tissues in all directions 
— in the line of flight of the bullet, as well as 
laterally and even in the reverse direction to the 
line of flight, since one will often find bony sand 
at the wound of entrance in the skin. Particles 
of bone have been driven into the soft parts 
as much as two and three inches away from the 
area of fracture. If the projectile has become 
impaired or any of the lead has escaped from the 
steel casing, the metallic particles are also 
dispersed into the tissues in all directions, like 
the particles of bone substance. The metallic 
and bone particles having received part of the 
energy of the projectile have acted as second- 
ary missiles, and have each in turn caused a 
lesion corresponding to the size and velocity of 
the individual fragment. The wound of entrance 
in such an injury usually corresponds to the 
diameter of the bullet; it is generally round or 
oblong in shape, depending upon the angle which 
the bullet had assumed to the line of flight at 
the time of impact. The wound of exit on the 
other hand is much larger. If the bullet has 
entered the limb anteriorly and escaped from 
the thick part of the calf posteriorly, the skin 
wound on the latter will be irregularly oblong 
or quadrilateral in shape, measuring as much as 
four or five inches in its longest diameter. There 
may be smaller multiple wounds about the 
edges of the surrounding skin as a result of escape 
of the secondary projectiles already mentioned. 
Muscles, tendons, and fascia are very much 
lacerated. The tissues generally for some dis- 
tance from the surface of the wound are con- 
tused, and filled with hematomata. That such 
a wound is infected in all parts from the moment 
of its occurrence goes without saying. The bullet 
itself was not clean. Any fragment of it may 
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have carried infection into localities where it 
has traversed or lodged. Particles of bone con- 
taminated by the infected bullet have done 
likewise. Shreds of clothing and particles of 
skin carried into the wound by the bullet have 
assisted in infecting the injured parts in all 
directions. 

The picture which we have portrayed herewith 
is very common in close fighting, such as occurs 
daily in the present European War. There were 
only a few such cases from the battle of Santiago 
in 1898 — the first battle fought with the new 
armament by two armies of any size. There 
were proportionally many more in the Anglo- 
Boer, Russo-Japanese, and Turko-Balkan wars. 
In these wars explosive effects were not very 
common because the fighting took place more 
often at the usual battle ranges — beyond 500 
yards. Still, whenever battles occurred at short 
range, the exaggerated lesions herein mentioned 
were invariably noted, and they were heavily 
infected. 

Environment plays a great part in the treat- 
ment of these badly comminuted fractures in an 
active campaign. The wounded are at the front 
usually under fire, generally at points inaccessible 
to the relief corps. When the latter arrive they 
are provided with first-aid resources only. The 
practice is to stay hemorrhage, which seldom 
requires much attention, to disinfect the skin 
with iodine, put on a first-aid dressing, immobi- 
lize the limb and wait until the patients are trans- 
ported to a field hospital where the facilities 
are ample and the environments are dominated 
by the medical department. In battle the 
length of time the surgeon is to wait until his 
patients reach hospital care varies greatly. It 
is seldom less than twenty-four hours, and it is 
more often days. The delay is such that at the 
next examination the surgeon finds all the frac- 
tures of the type under discussion badly infected. 
He has a far more difficult problem to deal with 
than his civil confrére, amid surroundings that 
are to say the least, uncertain. Nevertheless he 
proceeds to treat his cases in accordance with 
modern methods. The compound comminuted 
fracture of the tibia is explored at the wound of 
exit, under ether if necessary; all metallic frag- 
ments and loose spicule of bone are removed; 
bony fragments adhering to periosteum and soft 
parts are replaced as near as possible to their 
normal position. When necessary a similar 
exploration is practiced at the wound of entrance. 
A drain is put in place for twenty-four to thirty- 
six hours, the wound dressed antiseptically, and 
the limb immobilized. The subsequent treat- 


ment will depend on the behavior of the existing 
infection. These fractures do not heal as rapidly 
as the compound fractures of our civil confréres. 
Infection is deeper seated. Irrigation with 
antiseptic solutions, and incision to release pent 
up pus may become necessary. There may be 
a slow convalescence, with tardy healing and 
occasional discharge of pieces of necrosed bone. 

In spite of the advances in wound treatment 
we have to admit that gunshot fractures of the 
long bones in war, notwithstanding the early 
application of first-aid dressings, are nearly all 
infected and that the ordinary rules of modern 
surgery to combat infection are often put to the 
severest test.’ Until the present European War, 
surgeons who were not familiar with field condi- 
tions were inclined to question the technique of 
military surgeons in the prevention and treat- 
ment of infection. This state of doubt might 
still persist if the difficulties had not been multi- 
plied in the experience of both military and civil 
surgeons who are in great numbers at the front 
today. 

We have surgeons of renown who will not 
admit that wounds by gunshot should be differ- 
ent from those due to other traumata when it 
comes to a question of combating existing in- 
fection. In his Hunterian Oration,’ Sir W. 
Watson Cheyne speaks of the easy attainment 
of disinfection of accidental wounds in civil 
practice, a fact we all admit. In referring to 
the problem of disinfecting gunshot wounds he 
states that “some surgeons take a _ hopeless 


‘view” of the subject; and again, “Why then, 


should surgeons be so hopeless. I think the idea 
is probably founded on experiments carried out 
a good many years ago by LaGarde and others. 
In these experiments it is stated that in gunshot © 
wounds in animals where the bullet is traveling 
at high velocity, particles of gunpowder may be 
driven into the tissues which form the sides 
of the wound to as great a depth as 17 millimeters, 
and presumably bacteria might also be driven 
in to the same extent, in which case no amount 
of syringing out of the wound with antiseptics 
could affect them. I cannot argue this matter 
fully here, but I may say that the experiments, 
so far as I read them, are not convincing, and I 
am not prepared to accept them without fresh 
and careful repetition.” 

We will not attempt to answer the adverse 
criticism of Sir W. Watson Cheyne except in 
so far as it may allude to our own experiments, 
the truth and value of which we will maintain. 


1 Cheyne, Sir W. Watson. Hunterian Oration before Royal College 
of Surgeons of England. Lancet, Lond., 1915, February 27. 


LaGARDE: INFECTION 


Ordinarily the question of doubt might be set 
aside, but infection of gunshot wounds is so 
prominently before the profession today that 
the matter of the degree of infection in this class 
of wounds and the management thereof as com- 
pared to accidental wounds in civil practice 
should be settled now to the satisfaction of all. 

The experiments referred to,! as far as they 
relate to our work, show the pathological anatomy 
of the tissues surrounding the track of a gunshot 
wound as determined by microscopic sections 
made at right angles to the line of flight of the 
bullet; the distance to which the tissues were 
altered; and the distance to which carbon par- 
ticles (not gunpowder as stated by Cheyne) 
placed on the skin of animals might be driven 
in a wound through soft parts, independently of 
any bone lesion. 

By firing the Krag-Jorgensen rifle bullet 
through the gluteal region of a cat, with varying 
velocities, we found the distance to which the 
tissues were infiltrated with hematomata, away 
from the channel made by the bullet, to be as 
follows: 

With a velocity of 825 f.s., 8 mm. 

With a velocity of 1138 f.s., 12 mm. 

With a velocity of 2000 f.s., 23 mm. 

The influence of sectional area in causing 
infiltration of hematomata in the tissues was 
ascertained by firing bullets of varying calibers, 
the velocity remaining approximately the same, 
into the gluteal region of a cat. The measured 
distances of the hematomata away from the 
channel made by the bullet were as follows: 

Springfield rifle bullet cal. 0.45, vel. 1301 f.s., 
hematomata 30 mm. 

Krag-Jorgensen rifle bullet cal. 0.30, vel. 1138 
f.s., hematomata 12 mm. 

The displacement of foreign matter, which 
may be found on the skin of animals, was ascer- 
tained by firing bullets of varying calibers and 
velocities into the gluteal region of cats after the 
skin and hair had been rubbed with powdered 
charcoal. The figures in millimeters represent 
the distance the charcoal particles were found 
away from the channel caused by the bullet. 

Pistol bail, cal. 0.32, vel. 300 f.s., 3 mm. 

Krag-Jorgensen bullet, cal. 0.30, vel. 2200 f.s., 
1o mm. 

To ascertain the distribution of carbon par- 
ticles as influenced by the sectional area of bullets, 
the velocity remaining about the same, after 
firing into the same anatomical region of other 
animals, we found the results to be as follows: 


_ 1 The lesions that augment the development of tetanus and other 
infections in gunshot wounds. Tr. Am. Surg. Ass., 1903, xxi. 
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Krag-Jorgensen bullet, cal. 0.30, vel. 1138 f.s., 
6 mm. 

Springfield rifle bullet, cal. 0.45, vel. 1301 f.s., 
17 mm. 

These are the experiments to which Cheyne 
takes exception and which he is “not prepared 
to accept without fresh and careful repetition.” 
Those who have experimented on animals with 
high-power rifles, as well as surgeons who have 
dissected the area about the channel of gunshot 
wounds, will not require corroboration of the 
experiments to convince them of the truth of our 
statement. As we will show later the pathologic 
conditions as we have shown them to exist are 
verified by Sir A. E. Wright, who admits the 
impossibility of disinfecting gunshot wounds. 

The world war now waging has taught us 
nothing on the subject of infection of gunshot 
wounds that we did not know before. We have 
known by past experience that the frequency and 
amount of infection in gunshot wounds was in 
keeping with the factors that augment the ten- 
dency to the development of infection. These 
factors are: hematomata, contusion, coagulation 
necrosis, and laceration generally. We are told 
that in the present war the wounds are heavily 
infected. Colonel Sir A. E. Wright,? while 
studying the cause and consequences of these 
infections, dwells on the fact that the clothes and 
skin of soldiers in war service become contami- 
nated “with all manner of filth containing patho- 
genic organisms and spores; the projectile taking 
these with it and implanting them far beyond the 
reach of any prophylactic applications of anti- 
septics.” (The italics are ours.) What Colonel 
Wright states is very true, but the statement is 
equally true of gunshot wounds in other wars. 
We have always known that compound fractures 
from the present military rifle and machine-guns 
which show explosive effects when delivered at 
short range, become heavily infected. The fight- 
ing between the trenches on the western front 
of the line in Europe is all done within the zone 
of explosive effects. We have always known that 
the ragged wounds caused by pieces of shell, 
shrapnel, and grenades were prone to suppura- 
tion. The fact that these are the missiles that 
cause the majority of the wounds on the western 
front today explains the reason for the large num- 
ber of suppurating wounds. If these same armies 
should go out into the open and fight battles 
with machine-guns and military rifles at 800 
to 1,000 yards the wounds would not be badly 
infected any more frequently than they were in 


2 Wright, Sir A. E. Wound infections; some new methods for their 
study. Lancet, Lond., 1915, April ro. 


1 


244 INTERNATIONAL ABSTRACT OF SURGERY 


the Spanish-American, Anglo-Boer, or Russo- 
Japanese wars, the filthy condition of the cloth- 
ing of the soldiers to the contrary notwith- 
standing. The majority of wounds would be 
simple flesh wounds with little or no laceration, 
exhibiting the nature of incised wounds, and 
they would heal very kindly for the most part, 
with the application of first-aid dressings. We 
are wont to call these humane wounds nowadays. 

Virulent infections. Colonel Wright dwells 
upon the frequency of infections in this war by 
what is called intestinal microbes, viz., the gas 
phlegmon bacillus, or the bacillus aérogenes 
capsulatus of Welch, and the tetanus bacillus. 

The frequent appearance of infection in gun- 
shot wounds by the Welch bacillus is well known. 
Welch! himself recognized this, because he states 
in his Shattuck Lectures that the history of 
infection in wounds by this bacillus is most 
frequently seen in compound fractures, and next 
in gunshot wounds. The reason for this is appar- 
ent. The lesion is the same in the two kinds of 
wounds. In compound fractures from accidents 
hamatomata, contusion, and laceration are ever 
present to augment the development of existing 
infection. In gunshot wounds, bone lesion is 
not always necessary to produce hematomata, 
laceration, and the characteristic features that 
favor the development of infection. Our experi- 
ments above cited have shown that hematomata 
and carbon particles are widely distributed away 
from the channel produced by bullets of varying 
calibers passing through soft parts in the gluteal 
region of cats. Doubtless the infected condition 
of the terrain in the western front adds to the 
frequency of infection by the Welch bacillus, 
but the presence of infection from this source 
is more especially frequent by virtue of the 
character of the lesions due to close fighting. 
and the frequency of wounds by shell fragments, 
shrapnel, and grenades. 

What we have stated about the frequency of 
infection by the Welch bacillus is true of infection 
by the bacillus of Nicolaier. Lwowitch,? Strick,* 
and Dorst* show by their experiments how much 
hematomata augment the tendency to the 
development of tetanus. Compared to a clean 
incised wound they demonstrated that the sus- 
ceptibility to infection in hematomata by the 
bacillus of Nicolaier was enhanced a thousand 


1 Shattuck Lectures. Boston M. & S. J., 1900, cxliii, No. 4. 

2Tavel. Description of unpublished work of Lwowitch, pupil of 
Kocher. Rev. de Chir., 1899, xix, 701. 

3Strick. Die Tetanusinfection, von Schusswunden und Haemetomen 
ausgehend bei Kaninchen mit besonderer Beriicksichtigung der Serum- 
Prophylaxis und Therapie. Inaug. Dissertation, Berne, Cologne, 1899. 

4Dorst. Over den invloed vanshet haematoom op het cprreden van 
infectir in die chirurhie. N. Tijdschr. v. Geneesk., 1896, xxxii, 503. 


times, and it was further shown by Strick that 
tetanus infection developed more readily in the 
lesion of a gunshot wound than it did in a hema- 
toma purposely inflicted, and further, that the 
symptoms of tetanus in an animal shot with a 
bullet previously infected with the bacillus of 
tetanus developed twice as rapidly, and death 
ensued earlier, due no doubt to the state of the 
devitalized tissues in and around the channel 
of the gunshot wound. 

We can infer from the widespread presence 
of the bacilli of Welch and Nicolaier, and their 
tendency to develop in devitalized tissues, that 
they may be present in wounds showing the 
characters of incised wounds without exhibiting 
the chain of symptoms that characterize gas 
gangrene and tetanus. This fact is well brought 
out by Dudgeon, Gardner, and Bawtree in an 
article on the “ Bacterial Flora of Wounds Pro- 
duced During the Present War,” in the Lancet 
of June 12, 1915. They found that the bacillus 
of Nicolaier will live two months in a wound 
without manifestations of tetanus, and the 
bacillus of Welch has lived four weeks in certain 
wounds without causing gas gangrene. Further- 
more, from a study of hundreds of gunshot 
wounds in the present war they cite again the 
fact that these two virulent infections are inti- 
mately associated with wounds having much 
devitalized tissue. 


CONCLUSIONS 


1. Infection in gunshot wounds is widely 
distributed by the energy of the projectile which 
is exerted in all directions, and it is especially 
so in hard bone lesions inflicted by projectiles 
traveling at high velocity. 

2. Heavy infections depend more often upon 
the characteristic features of a gunshot wound, 
as hematoma, contusion, laceration, all of which 
have been shown by experiments to augment 
the development of the constant presence of 
infection in gunshot wounds. 

3. To properly appreciate the difference be- 
tween the degrees of infection in compound frac- 
tures due to accidents in civil practice and that 
due to projectiles from gunshot, one should bear 
in mind the superficial character of the one, and 
the widespread and deep-seated infection in 
the other, a condition not easily reached by the 
accepted treatment of wounds by antiseptics. 

4. The task of the military surgeon in the 
treatment of compound fractures caused by 
gunshot, as compared to that of his civil confrére 
in the treatment of compound fractures by acci- 
dent, is not so hopeful. 
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Lexer, E.: The Employment of Silver Foil in 
Surgery (Die Verwendung von Silberplittchen 
in der Chirurgie). Zentralbl. f. Chir., 1915, xii, 
217. 


Following the example of Halsted and Cushing, 
the author tried out the employment of silver 
foil platelets on wounds in which he desired a 
very inconspicuous scar. He first employed it 
in wounds or plastic operations of the face with 
such excellent results that it led him to employ 
it much more extensively elsewhere. He noticed 
that wounds covered with this foil remained per- 
fectly dry even if left alone for a week to ten days, 
and that epidermization was much more rapid. 
He attributed this to the inhibitory effect of the 
silver upon bacterial growth. In osteoplastic flaps 
the scars are so faint that they can scarcely be seen. 

Since observing the rapid epidermization in 
ordinary scars, he employed it in skin grafting 
with such good results that the grafts may be 
left untouched for a week to ten days. Occasionally 
blood and serum collect beneath some of the grafts, 
lifting them up, but if they are removed and the 
granulations covered with foil, epidermization is 
rapid. This last observation led him to apply the 
foil in granulating wounds. He observed that 
healthy granulations are rapidly covered over 
with epithelium from the edges of the wound 
without the formation of much granulation tissue. 
They become flatter. It appears as if the silver 
foil has an inhibitory effect upon the growth of 
the granulation tissue. In heavily secreting granu- 
lations the surface soon becomes clean, and epider- 
mization goes on rapidly from the edges. The 
surface when healed is even with the surrounding 
skin and not raised in ordinary granulating wounds. 
If the gauze covering the foil is removed after a 
few days, little pieces of silver appear dissolved 
in the secretions. Credé investigated this and 
states that a combination of the silver and the 
lactic air takes place. It is the antiseptic action 
of this lactated silver that inhibits bacterial growth 
and permits rapid epidermization. Its employment 
is advised in osteoplastic operations of the face, in 
skin sutures beneath plaster of Paris casts, in skin 
grafting, and in the epidermization of granulating 
wounds. L. A. JUHNKE. 


ANZSTHETICS 


Williams, A. W.: A Portable Positive-Pressure 
Apparatus for Administration of Ether by 
Intratracheal Insufflation. J. Am. M. Ass., 
1915, lxiv, 138. 


Induced by the revelations of the Meltzer-Auer 
method of etherization by intratracheal insufflation 
the author constructed an apparatus suited to the 
service conditions of the army. It was exhibited 
in 1912 at the Atlantic City meeting of the American 
Medical Association, and at the meeting of the 
Military Surgeons’ Association at Baltimore. In 
field and hospital service in Texas and Mexico, it 
was essential to success in four operations. In two 
of these the method was by pharyngeal instead of 
intratracheal insufflation. For the purposes con- 
cerned, the discovery of the Meltzer method is 
seen to be epochal when compared with the former 
positive or negative pressure cabinets or rooms 
necessary for pulmonary or cardiac operations. 
The fear of pneumonia from tubes introduced in the 
trachea has not been realized, revealing the imvort- 
ance of the steady outflow of air between the cath- 
eter and trachea. 

The claims made for Williams’ apparatus are 
that it will always work. It is operated by storage 
battery and electric motor, and has a hand mecha- 
nism which may be quickly substituted as a motive 
power for the motor and battery —this mechanism 
being safe as against any breakdown of motor, 
and being indestructible— which cannot be said of 
foot-bellows made of leather, and other pumping 
devices. The other parts of the apparatus are 
substantially the same as in other apparatus, and 
the method of introducing the tracheal catheter and 
maintaining intrapulmonary pressure are not new. 

F. W. PINNEo. 


Blumfeld, Hewitt, F., Tate, and Others: Discus- 
sion on the Influence of Preliminary Narcotics 
on Induction, Maintenance, and After-Results 
of Anzesthetics. Proc. Roy. Soc. Med., 1915, viii, 
Sect. An@st., 15. 


BLUMFELD referred to a similar discussion on the 
same topic about four years ago, at which time the 
opinions were so different that it seemed more time 
was necessary to arrive at conclusions than would be 
justified by experience. He thinks that now discus- 
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sion probably would bring out the fact that in some 
cases this method (narcotics preliminary to the 
anesthetic) has great value, while in others it should 
not be used. Therefore, his first point was that as 
a routine measure these drugs should not be employed 
with the single exception of atropine. He has 
never seen or heard of any ill-effects from it so used. 
It is regrettable that usually the anesthetist is 
prescribing for a patient whom he has not seen, and 
scopolamine and morphine seem risky drugs to 
prescribe indiscriminately. This argues for the 
anesthetist seeing the patient beforehand. After 
the hypodermatic the patient should be undisturbed 
and should not walk to the operating room. Blum- 
feld claimed that these criticisms of scopolamine 
(particularly) and morphine do not apply to atropine, 
which may be freely used with but few contra- 
indications. The advantages of preliminary nar- 
cotics are: (1) a quiet induction; (2) less anesthetic 
used; (3) diminished after-effects. Atropine con- 
tributes to the first and second. The patients he 
chooses for all three drugs are: highly nervous 
persons and the insane; protracted nose and throat 
cases; muscular individuals, or those addicted to 
the use of alcohol. 

Hewitt expressed his high opinion of pre- 
liminary narcotics used with discriminating care. 
He also thinks the anesthetist should be familiar 
with his patient’s condition. Careful notes of 
266 cases in which he had used morphine, atro- 
pine, and scopolamine in different combinations 
formed the basis of his conclusions. Atropine he 
considers a very valuable anesthetic, having de- 
sirable effects upon secretions and causing little 
after-vomiting, and having few contra-indications, 
indeed none. Scopolamine he has become very 
shy of, having met with one case, an elderly man, 
of distinct idiosyncrasy, who was profoundly nar- 
cotized by 1/100 grain. He makes the injections 
three-quarters of an hour beforehand. Morphine 
he thinks strongly contra-indicated in certain cases: 
nose, throat, and tongue operations with hemorrhage 
in which it is highly important that the reflexes 
should return quickly. The profession has not, 
he thinks, realized the importance of this; also of 
another point for the operator: the prejudicial 
effect of additional morphine afterward, paralyzing 
intestinal peristalsis. It must always be recognized 
that morphine hinders free pulmonary exchange; 
hence the intake of both ether and oxygen, thus ex- 
plaining slow induction and prolonged maintenance. 

TATE expressed himself as strongly in favor of 
preliminary hypodermatics, chiefly morphine and 
atropine; hyoscine is powerful but he believes 
uncertain, and inadvisable in the feeble. Its chief 
value is in subduing a susceptible nervous system 
both before and after operation. 

Miss TURNBULL agreed with Blumfeld as to the 
value of atropine alone and as to using morphine 
and atropine in nasal cases. 

MENNELL referred to what some surgeons call 
the rigid “scopolamine belly” due to this drug. 


Boye spoke strongly of the advantage of the 
patient’s seeing the anesthetist a day or two before 
operation, so that he might have a better knowledge 
of the patient’s condition. He had recently come 
from a war hospital where morphine, atropine, and 
scopolamine were used with success, adding to the 
comfort of both the soldiers and surgeons, the only 
drawback being the extreme thirst and dryness of 
the throat. 

BARTON favored the use of narcotics, notwith- 
standing the hindrance to respiration, adding that 
ethyl chloride helps against this objection. He 
maintains only a light anesthesia, the corneal 
reflex being present. Crile’s theory of shock he 
does not accept, but believes in the principle of 
anoci-association. 

Surpway added a point in suggesting chloretone 
as a substitute for morphine in susceptible people. 

Post-anesthetic vomiting, it was by most agreed, 
is relieved by the use of preliminary hypodermatics. 

F. W. PINnNeo. 


Cooke, A. B.: Anoci-Association in Theory and 
Practice. J. Tenn. St. M. Ass., 1915, vii, 479. 

Cooke is an ardent advocate of Crile’s theories on 
shock and anoci-association. He shows that it 
is not enough that a patient ultimately recovers, 
but that operations should involve as little ordeal 
as possible for any organ. The theory of anoci- 
association, succinctly stated, is that shock is 
extreme exhaustion of brain-cells; other organs 
also sharing in these cytologic changes. General 
anesthesia does not protect the central nervous 
system from assaults through the sensory tract, 
though producing unconsciousness and abolishing 
voluntary muscular action. The psychic factor 
also is important, and may alone produce shock, 
a common observation; hence the preliminary 
hypodermatics as well as the nerve-blocking. The 
data upon which Crile’s theories are based, the 
period of some eighteen years including his twelve- 
hundred animal experiments, offer convincing evi- 
dence of the logic of the conclusions. 

The cardinal principles of the method are four: 
(1) the preliminary morphine and scopolamine, 
(2) nitrous oxide and oxygen for general anesthesia, 
(3) nerve-blocking by novocaine infiltrations, and 
(4) injections of tramautized tissues (except skin) 
with quinine and urea hydrochloride. Coupled 
with these is the principle of gentleness of manipu- 
lation of tissues. F. W. Prnneo. 


Deal, Don W.: Nitrous Oxide-Oxygen Anoci- 
Association in Practice. Jllinois M. J., 1915, 


XXvii, 355. 


Deal records his personal observations during 
six months’ travel as to the use of nitrous oxide 
combined with nerve-blocking, resulting in his 
adopting its use. To this end he made visits to 
Cleveland and also had a chosen anesthetist go to the 
Lakeside Hospital for training in the method. He 
counts the success which they achieved as largely 
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due to the keen interest and skill of this anesthetist 
and indeed adds, incidentally, in regard to nitrous 
oxide that he believes its safety is largely due to 
the skill of the anesthetist and that he would in his 
own case prefer ether if the administrator were in- 
experienced. He pays tribute to the work of Crile 
as being a leader in the last decade in reducing mor- 
tality from shock in operations; recounts the theory 
of anoci-association as taught by Crile; mentions the 
injections of novocaine before the tissues are cut; 
the use of preliminary hypodermatics of morphine 
and scopolamine and of quinine and urea hydro- 
chloride; mentions the value of nitrous oxide in 
preference to ether for inhalation as giving less 
shock and less fall of blood-pressure, and, further, 
its great value for short induction. In his opinion, 
the method is superior to spinal anesthesia which, 
though providing nerve-blocking, does not prevent 
psychictrauma. By its use pneumonia is reduced 50 
per cent, post-operative nephritis becomes rare, 
nausea is less likely, and nourishment may be given 
earlier. Where nitrous oxide does not afford suf- 
ficient muscular relaxation, the gas is not pushed to 
the point of cyanosis, but ether, three or four per 
cent, is added for a few minutes and then shut off, 
the amount of ether never being more than two or 
three drams. 

In acute infection, nitrous oxide has an advantage 
over ether in that the phagocytes are not broken 
down. A case is sighted of an appendix removal, 
after which the patient walked about the hospital in 
six hours, walked on the street the next morning 
and at noon took a train for home, twenty-six hours 
after operation. He makes the following sum- 
mary: (1) Nitrous oxide is more agreeable to 
the patient than ether. (2) It reduces shock. 
(3) It is safer, when administered by a skilled 
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Crouse, H.: New Technique for Operations on 
Steno’s Duct. Surg., Gynec. & Obst., 1915, xx, 593 


Crouse deals with a new technique for operations 
on Steno’s duct, and reviews in detail the techniques 
of DeGuise, Nicoladoni, Wyeth, Eisendrath, and 
Weber, and mentions the suggestion of K@6nig, 
comparing these techniques with that of his own, in 
5 cases of various forms of pathology of Steno’s 
duct successfully operated upon. 

His technique is as follows: An incision is made 
over the cheek 2 cm. below the zygomatic process, 
2 cm. in front of the ear, in order that the arteries, 
nerves, and veins will not pass over, through, or 
underneath the parotid. The incision should be 
about 3 cm. in length, simply cutting through the 
skin and adipose tissue of the cheek; the fascia of 
the parotid is incised and exposed for about 1 cm. 
parallel to the skin incision; the lip is grasped and 


anesthetist. (4) Anoci-association aids post-oper- 
ative comfort. (5) Novocaine injections prevent 
shock and reduce the amount of gas necessary. 
(6) Quinine and urea hydrochloride reduce after- 
pain. F. W. Prnneo. 


Lumbard, J. E.: Ether-Oil Colonic Anesthesia; a 
Report of Thirty-Six Head and Neck Opera- 
tions. Surg., Gynec. & Obst., 1915, XX, 553- 


Lumbard reports 36 head and neck operations 
with special reference to 10 thyroidectomies. He 
has had over go cases, but recommends this method 
especially for head operations. He prefers com- 
pound liquorice powder to clear the bowel. The 
ether and oil are well mixed in a bottle. A hypo- 
dermic of morphine and atropine is given one-half 
hour before introducing the anesthetic mixture, 
which usually is composed of ether 75 per cent and 
olive oil 25 per cent, about one ounce to every 20 
Ibs. of body weight. There is no preliminary bowel 
medication. The ether-oil should be introduced 
slowly. The patient should remain in bed while 
the anesthetic is being given. Children are not as 
good subjects for this method as adults. 

The technique requires more time than the usual 
methods. The method is of advantage in head and 
neck cases where the anesthetist is in the way. 
Patients can be anesthetized without their knowl- 
edge. There is much less mucous, hemorrhage, 
nausea, vomiting, and tax upon the heart, lungs, 
and kidneys than with the usual inhalation methods. 
Respiration and pulse are more normal than with 
other methods. The apparatus is simple and cheap. 

Lumbard considers it the best anesthetic for 
thyroidectomies. After the above experience with 
eighteen different surgeons he strongly recommends 
it for head and neck operations. 


HEAD AND NECK 


the cheek turned out; a pointed strip of buccal mu- 
cous membrane one-fourth inch wide and one- 
eighth inch deep is marked off commencing slightly 
within the vermilion borderline of the upper lip 
stripping the same back, slightly posterior to or 
even with the cusp of the second upper molar tooth, 
leaving the posterior end of the strip thicker than 
the anterior end and unseparated. The mucous 
strip is clipped with curved scissors, care being taken 
to cut deep enough so that its vitality is not impaired. 
This strip is tagged with an artery forceps. Next, 
a Doyen or similar forceps is passed through the 
external cheek wound over the surface of the masse- 
ter to its anterior border; the buccinator is punctured 
and the mouth is entered just in front of the poste- 
rior area denuded by the buccal mucous membrane 
strip; the forceps are widely stretched; the mucous 
strip caught, drawn into the cheek wound and 
sutured with No. o ten-day chromic gut, similar 
to Lembert’s intestinal suture, making a double-tie 
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leaving the ends long in order to secure the loop 
of No. 5 ten-day chromic gut, the ends of the 
latter remaining in the mouth; the skin wound 
is sutured subcuticularly, the mucous membrane 
strip being whipped together with small chromic 
gut. 


Soderlund, G.: Primary Actinomycosis of the 
Salivary Glands (Uber die primare Aktinomykose 
der Speichel driisen). Nord. med. Ark., Stockholm, 
1914, xlvi, No. 4. 

From his abundant material the author has 
derived considerable experience and gives a detailed 
exposition of primary actinomycosis of the salivary 
glands. Until the present time this disease has 
been considered a rarity. He has proved that a 
primary actinomycosis infection of all salivary 
glands can take place and that the disease in the 
early stage has a definite clinical as well as pathologic 
picture. In a relatively short time the author has 
observed 9g primary cases, 4 during the last two 
and one-half years, in a total of 12 cases. Eight 
of these were very early cases of primary actinomy- 
cosis of the salivary glands. The disease in all 
cases was still limited to the gland itself. Alto- 
gether the author reports 31 cases, 7 of which orig- 
inated from the submaxillary gland. In 9 cases the 
submaxillary region was involved, but the exit 
from the gland could not be proved. Two cases 
positively originated from the sublingual gland, 
one probably originated from the sublingual 
gland, and five positively originated in the parotid. 
Seven other cases involved the parotid region and 
may have been primary in some instances and 
secondary in others. 

The author further discusses the diagnosis and 
pathology of primary actinomycosis of the sali- 
vary glands, its further development, and the break- 
ing through the gland into the surrounding tissue. 
From his investigations he was able to determine 
that in the primary cases the infection entered 
positively by the duct route in some of the cases 
and probably in the others also, the patient chewing 
a stem of grain bearing the actinomycotic organism. 

If the infection has once taken place the process 
may be classified into three different stages: (1) 
the formation of a diffuse inflammatory process, 
in conjunction with a chronic enlargement of the 
gland originating from a piece of infected grain 
stem lying at the end of the duct in the bilus 
or near there; (2) the formation of a localized 
abscess, usually in the immediate vicinity of 
the piece of grain stem; (3) the spreading of 
abscess formation within the «gland, eventually 
forming new abscesses and finally breaking through 
with the formation of fistula, either external or 
internal. 

The author discussed this question in 1908 and 
then believed that the salivary ducts were in 
reality the portals by which an actinomycotic 
infection enters, even in the cases of face and 
neck actinomycosis. L. A. JUHNKE. 
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Ringel: Puncture of the Corpus Callosum Accord- 
ing to Bramann (Uber den Anton von Bramann’- 
schen Balkenstich). Beitr. 2. klin. Chir., 1914, 
xcii, Festschr. Hamburg-Eppendorf, 41. 


The author reports five cases of puncture of the 
corpus callosum in four cases of hydrocephalus 
and in one for tumor. The latter was not accom- 
panied by hydrocephalus internus, hence the 
operation was not successful. A definite result, 
however, was obtained in the four cases of hydro- 
cephalus in children — in one it was excellent. 

In figuring up the statistics the author finds 
a mortality of only 1.5 per cent for the operation, 
whereas more complicated procedures have a 
mortality much greater; i.e., ventricle drainage 
according to Payr’s method, 38.8 per cent. Since 
the puncture is so simple a procedure it ought to 
be undertaken in all cases of hydrocephalus and 
brain tumors complicated by an internal hydro- 
cephalus. In many cases improvement, and even 
cure, will result, thus avoiding the necessity of 
more radical measures. L. A. JUHNKE. 


Baker. D.: The Treatment of Brain Tumors. 
Albany M. Ann., 1915, Xxxvi, 230. 

Baker considers the operative mortality, the 
various kinds of tumors affecting the brain with 
special notes on the treatment of each, groups 
them according to their site, and gives the mode of 
treatment for the different locations. 

He says the treatment of a person afflicted with a 
tumor of the brain presents one of the most difficult 
problems a medical man can meet. The mortality 
seems prohibitive, with Tooth’s post-operative 
mortality of 32 per cent, von Eiselsberg’s 38 per 
cent, and Kiittner’s 45 per cent. Cushing has re- 
diced the post-operative mortality to 8.4 per cent; 
thus the future promises a great improvement in 
results through increasing experience. Our knowl- 
edge of tumors of other tissues does not hold good 
in case of brain tumors, as the brain differs so radical- 
ly from other tissues in regard to function, structure, 
accessibility, and response to surgical trauma. He 
says the most frequent form of intracranial neo- 
plasm is the endothelioma and is usually easily re- 
moved as it arises from the meninges. The prog- 
nosis after successful removal is better than in other 
tumors, because they do not tend to recur unless 
the bone has been involved. Gliomata, if encap- 
sulated or degenerated, are removable, otherwise 
he says decompression alone will probably relieve 
the symptoms, prolong life, and give comfort as 
long as a more radical procedure. Cases of fibrous 
tumors, when successfully removed, being benign, 
are sure of recovery. They are the common tumors 
of the cerebellopontine recess, arising from the 
sheaths of the cranial nerves, and the disastrous 
result is the effect on the respiratory center causing 
respiratory failure. Sarcoma is certain to recur if 
the brain tissue is invaded, consequently the 
prognosis depends on the stage at which the tumor is 
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attacked. In metastatic carcinoma and sarcoma 
treatment is useless. Cysts may be removed or the 
wall partially removed and drainage established. 
Tuberculomata are usually multiple, found most 
frequently in the cerebellar region of children, and 
although often removable their disturbance is 
usually followed by a fatal tubercular meningitis. 
Syphilomata are usually superficial and easily re- 
moved. 

The operative treatment of brain tumor consists 
either in complete or partial removal of the tumor, 
or decompression. ‘To have a successful operative 
result, the following requirements are necessary: 
the surgeon must be thoroughly trained in cerebral 
surgery and be a master of all the various methods 
peculiar to this branch of surgery; he must be 
slow, deliberate, and gentle and must be assisted by 
a staff accustomed to his methods; he must have an 
especially trained anesthetist; and the hospital must 
be equipped to meet every emergency. 

Intracranial tumors group themselves according 
to their site and the requirements of treatment. 
Supratentoral tumors should be approached by 
means of a large osteoplastic flap over the location of 
the tumor and the dural flap smaller than the bone- 
flap. Careful suture of the dura together with 
reposition of the whole osteoplastic flap overcomes 
the possibility of cerebral hernia. A tumor of the 
dura is removed by excision of the portion of the 
dura from which it springs. A cortical growth 
definitely encapsulated can be enucleated. Hamor 
rhage is controlled by bits of moist cotton, pieces of 
muscle, or fascia applied to the bleeding point. 
Subcortical growths can sometimes be reached and 
enucleated by cortical incision or by the process of 
extrusion. The operation is not complete unless 
the intracranial pressure has been lowered, and sub- 
temporal decompression is best to produce this 
where the tumor is not removed. If this cannot be 
accomplished from the operative field exposed, it 
should be made independently as a separate opera- 
tion, the technique of which Baker describes. 
A single decompression may not lower the intracra- 
nial pressure sufficiently to allow the osteoplastic 
flap to be replaced, in which case a second decom- 
pression should be performed on the other side, or 
spinal puncture done. Subtentoral tumors are 
those of the cerebellum and cerebellopontine recess. 
Such tumors should be exposed through an incision 
from mastoid to mastoid just above the superior 
curved line of the occipital bone and a median in- 
cision downward from the center of this transverse 
incision; flaps reflected outward and the posterior 
margin of the foramen magnum exposed; the thin 
bone of the cerebellar fossa completely removed; 
the occipital sinus separated from the bone extend- 
ing between the external occipital protuberance and 
the foramen magnum and this bone removed with 
a Gigli saw; the sinus is ligated and severed allowing 
either lobe of the cerebellum to be displaced toward 
the opposite side. This is also the best form of 
decompression in this region as the neck muscles 
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afford sufficient support. The muscles should be 
sutured in layers. Primary union is essential. 
The mortality is high. For hypophyseal tumors he 
describes the transphenoidal route. Hypophysis 
and sphenoid sinus should be studied radiographical- 
ly before operation. If transphenoidal operation is 
not enough decompression, especially when the 
tumor extends into the cranial cavity, he advocates 
subtemporal decompression also. Inaccessible tu- 
mors and those giving increased intracranial pressure 
are treated by simple decompression. 

He says the important factor in successful treat- 
ment of brain tumors is early diagnosis and early 
operation, and the positive indications for opera- 
tion are increasing swelling of the optic disc, optic 
neuritis with diminution of visual acuity, unbear- 
able headache, increasing frequency or severity of 
convulsions, extending paralysis, or pronounced 
mental changes. 

The author summarizes the present status of the 
treatment of brain tumors as follows: ‘“ Cerebral 
surgery is emerging from the same period of dis- 
couraging uncertainty which forms a chapter in the 
history of abdominal, pelvic, and genito-urinary 
surgery that is not pleasant to recall in the light 
of our present knowledge. The chapter deals 
with the poor results and high mortality dependent 
on working in ignorance of the fundamental prin- 
ciples. Many mistakes in the past in cerebral 
surgery are now recognized and can be avoided 
in the future, many erroneous ideas have been dis- 
pelled, and many limitations of this branch of 
surgery are recognized and can be respected. The 
improved results which are sure to come in the 
future will be in a great measure due to early 
diagnosis and early operation, and to strictly 
limiting the operation to a properly performed de- 
compression in that class of cases which are now 
recognized on exposure as irremovable tumors.” 

Carv R. STEINKE. 


Trotter, W.: The Principles of the Operative 
Treatment of Traumatic Cerebral Lesions. 
Brit. J. Surg., 1915, ii, 520. 

The author makes a strong plea for a greater 
correlation between clinical facts and experimental 
and pathological data in cerebral lesions. As a 
rule there is a tendency to allow the former to 
overshadow the latter. 

The article itself is divided into four sections, 
with many subdivisions, all of which tend to bring 
out the above correlation. 

Under the heading ‘‘ Physiological Peculiarities 
of the Cerebral Circulation,” a short anatomical 
description of the brain is given, with special stress 
on the. absolute inelasticity of the craniodural 
capsule and the close application of this capsule 
to the brain. These facts are used in the sections 
on encroachments on the intracranial cavity. 

1. Of encroachments of vital origin, hemorrhage 
is the chief. The effects noted are due solely to 


an interference with the circulation in that part of 
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the brain affected: (1) Stage of compensation: 
With a developing hematoma, space is afforded for 
the blood, without impairing cerebral circulation, 
(a) by a displacement of the cerebrospinal fluid, 
and (b) by compression of the regional veins, which 
allow of a certain amount of compression before 
congestion. (2) Stage of venous obstruction: As 
hemorrhage increases, the compression on the 
veins also increases until they are finally obliterated, 
causing a congestion and cyanosis of the brain in 
that region. In many cases of traumatic compres- 
sion, the process goes no further, and gives rise 
merely to an increased excitability of cerebral tis- 
sue. (3) Stage of anemia: Further increase in 
the hematoma leads to a collapse of the capillaries, 
and a white area is formed immediately beneath the 
clot, from which the blood is totally squeezed out. 
This gives rise to paralytic symptoms, which con- 
dition is invariable and characteristic. If the 
haemorrhage continues, these areas gradually enlarge 
until more and more brain substance is involved, 
with corresponding symptoms: the three zones 
of compression, however, maintaining their entities. 

Encroachments due to external violence fall 
under the heads of (1) deformation of the skull 
through .external violence, as a fall on the head, 
and (2) traversing of the skull by high velocity 
bullet. The physical consequences of both are 
identical: at the moment of injury there is a very 
great increase of intracranial tension, and the entire 
brain is subjected to hyperacute compression. 
This gives rise to total, but momentary, capillary 
anemia of the brain, with resultant widespread para- 
lytic symptoms, and is known as concussion of 
the brain. It is characterized by (a) instantaneous 
onset; (b) paralytic symptoms referable to all parts 
of the brain; (c) tendency to spontaneous recovery; 
and (d) absence at post-mortem of any character- 
istic findings. 

1. In injuries accompanying deformation of the 
skull, as a rule there is an inbending of the skull but 
no depressed fracture. Part of the force being 
transmitted throughout the cavity causes concus- 
sion, and part directly affects the brain substance. 
The brain is injured (1) at the point of impact of 
skull and brain, direct contusion; (2) diametrically 
opposite —contrecoup or polar contusion; and 
(3) between these two points, in scattered foci — 
substance contusion. Also the sudden displacement 
of cerebrospinal fluid in the ventricles may cause 
foci of contusion through the narrower parts, the 
Sylvian aqueduct. 

2. Injuries due to transit of a bullet depend on 
the velocity of the bullet. At maximum velocity, 
the cranial contents acting as continuous homoge- 
neous medium, the skull is shattered, the scalp 
torn open, and the brain disorganized. At slightly 
less velocity, the scalp remains whole, but the 
brain and skull are destroyed. As velocity declines, 
this explosive effect is the first to disappear, except 
at the exit wound. At low velocities there is in- 
tense hyperacute compression of the brain, an 


explosive effect at the exit wound; but as long as 
the cranial vault remains intact, extensive destruc- 
tion of the brain does not occur. 

3. Injuries associated with localized fracture 
are essentially local. The scalp is lacerated, the 
skull comminuted and depressed, and the brain 
contused or lacerated locally, with no scattered 
or distant foci of indirect injury, no polar con- 
tusion, and slight concussion. There are three 
practical rules in these cases: (1) In adults, in- 
variably all depressed fractures are compound. 
(2) The damage to the brain is often underestimated. 
(3) The prognosis is better than the wound would 
indicate, because there is no polar contusion or 
distant lesions. 

There are three modes of action of cerebral 
injuries as follows: 

1. Direct destructive effects. Most commonly 
by bullets, and easily recognized. 

2. Reactionary swelling. Injury of the brain 
leads to oedema and swelling, which in turn leads 
to pressure on the veins and venous obstruction; 
but there is no capillary anemia, and the symp- 
toms are chiefly confined to the irritative phenom- 
ena. It is when this condition progresses below 
the tentorium into the vital centers that the gravest 
effects are produced. In concussion of the brain 
the irritative symptoms coming on several hours 
after injury are due to this reactionary oedema 
causing venous obstruction, and a purely decom- 
pressive operation is indicated. 

3. Hemorrhage. This is the most important 
mechanism by which symptoms are produced after 
head injuries. The situation has an important 
effect on the size of the hematoma, and the rate 
of bleeding is even more important, considering the 
symptoms and the gravity of the case. 

(a) Extradural. Found chiefly in the middle 
fossa and usually from the middle meningeal ar- 
tery; may come from the veins and may be located 
in the frontal region. 


(b) Subdural. Commonest cause of severe com- - 


pression. In the acute, the hemorrhage readily 
and rapidly extends over the whole hemisphere, 
which is displaced toward the opposite side. It 
may spread to the posterior fosse and bulbar 
symptoms occur. The pressure often forces the 
brain into the tentorial foramen, preventing the 
spread into the inferior fossa and subsequent bulbar 
involvement. 

(c) Cortical. Arises from the vessels of the cor- 
tex and is the most common cause of Jacksonian 
epilepsy. It is the result of cerebral contusion. 

(d) Intracerebral. Is very uncommon and very 
grave. Is due to severe cerebral contusion from 
one of the distant foci of injury in the brain sub- 
stance, is accompanied by other contusions, and 
usually without fracture of the skull. 

(e) Intraventricular. Is usually an extension of 
the intracerebral into the ventricle and is very 
uncommon. 

Clinical types of cerebral injury are as follows: 
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1. Grave and extensive hemispheral compression. 
After severe injury concussion develops, which 
passes off, followed by a lucid interval, and then a 
comatose state, with hemispheric signs. Pro- 
gressing pupillary changes occur and, later, irri- 
tative bulbar symptoms. Operation is indicated, 
the opening to be made in the temporal fossa and 
to be small. If the brain bulges strongly, a decom- 
pression is necessary. The dura should always be 
incised to discover a concealed hematoma and it 
should not be sutured afterward. Drainage usually 
is not necessary. 

2. Grave injury without localizing signs. After 
severe injury with fracture of the base and external 
hemorrhages, concussion occurs, and shades into 
more or less complete coma without a distinct inter- 
val. Usually this coma is not profound. There 
is some rigidity of the limbs; reflexes are exalted or 
depressed; there is no definite pupillary change and 
no incomplete bulbar signs. Such a case, if of 
severe grade, is usually fatal, but milder conditions 
often recover spontaneously. They are prone to 
pneumonia and meningitis, however. No direct 
treatment is indicated, because there is no definite 
focal lesion. If coma becomes profound and per- 
sistent for days or weeks, that in itself localizes the 
pressure in the superior chamber and indicates a 
temporal decompression operation. The results 
are usually satisfactory. 

3. Cases with mainly irritative signs. 

(a) Severe head injuries with mental excitement. 
From a state of concussion the case passes into a 
violent, uncontrollable delirium, as if fighting drunk. 
A diagnosis is often impossible immediately, and 
usually only after observation. Generally this 
delirium is more impenetrable to external influences 
and signs of severe headache are present. As a 
rule, it is necessary to delay operation until some 
definite paralytic phenomenon appears. 

(b) Classical ‘cerebral irritation.” After concus- 
sion has passed, a typical state of cerebral irritation 
supervenes. The case is very irritable, pulse usually 
quick, temperature raised, and always a severe 
headache. There is no mental confusion, but no 
spontaneous effort, mental or physical. Occasion- 
ally, however, there is delirium, especially at night. 
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CHEST WALL AND BREAST 


Howard, R.: Cancer of the Breast. 


Practitioner, 
Lond., 1915, xciv, 742. 


The author gives a summary of his experience in 
10o cases of carcinoma of the breast which he 
operated on in the London Hospital. 

All the cases of cancer were confirmed by micro- 
scopical examination. During the time he was 
collecting the 100 cases of cancer, he operated on 
only 36 cases of other varieties of tumor including 
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This is a condition of moderate venous congestion 
with oedema, caused by multiple foci of contusion 
through brain substance. Spontaneous recovery 
is usual, but is generally followed by headache, 
giddiness, loss of memory, and even epilepsy. If 
severe, temporal decompression is indicated. 

4. Cases with signs of localized lesion. These are 
mainly cases of cortical hemorrhage after direct 
or polar contusion. Symptoms of localized cerebral 
irritation usually show after several days or a week, 
and are most common in the motor area. Opera- 
tion should be performed as soon as localization of 
the haematoma can be made. 

5. Compound depressed fracture. There is a 
remarkable absence of symptoms of concussion or 
distant injury, and the prognosis is surprisingly 
good. The diagnosis is usually easy, but a skiagram 
should always be taken. Unless the injury has 
directly affected some part, there will, as a rule, 
be no primary cerebral symptoms. All cases 
demand operation, whether they display cerebral 
symptoms or not. The chief object is to limit sep- 
sis, remove foreign matter, and provide drainage, 
but extensive explorations into brain substance 
must not be done. Purturrs M. CHase. 


NECK 


Lilienthal, H.: A Case of Mediastinal Thyroid 
Removed by Transsternal Mediastinotomy. 
Surg., Gynec. & Obst., 1915, xx, 589. 


Lilienthal reports a case in which the anterior 
mediastinum was freely exposed by sagittal section 
of the sternum so that the enucleation of a large 
retrosternal thyroid became possible. The drainage 
of this region, a difficult problem, was finally man- 
aged with the aid of an automatic suction apparatus. 
Auricular fibrillation was an alarming and distress- 
ing phenomenon induced, perhaps, by the pressure 
of a gauze packing upon the auricle. Recovery was 
complicated by an operation for the relief of cystic 
duct obstruction by gall-stone. 

Generalizing from this one case, it may be conclud- 
ed that the operation of exposing the anterior 
mediastinum by splitting the sternum is a simple 
surgical procedure. 


THE CHEST 


cases of chronic interstitial mastitis. Cancer is 
therefore the most common of all breast tumors. 

The average age was 47. His conclusion is that 
breast tumors occurring in women over 35 are much 
more likely to be cancerous than not. There was 
no definite connection observed between cancer and 
marriage. Those with the shortest histories were 
unmarried. There is no relationship between 
abscess of the breast and cancer. In none of his 


cases was there a definite history of injury pre- 
He thinks it is well nigh impos- 


ceding the tumor. 
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sible to make a differential diagnosis between 
chronic interstitial mastitis and carcinoma. How- 
ever, the theory may be accepted that a carcinoma 
not infrequently arises in a patch of chronic inter- 
stitial mastitis. 

In 67 out of 100 cases the lump was discovered by 
accident. Absence of pain is a marked feature in 
the history of cancer of the breast and the primary 
cause of a late diagnosis. On the other hand, 
chronic interstitial mastitis causes pain usually 
quite markedly. 

In general it may be stated that the more the 
patient complains of pain from a lump in the breast, 
the less dangerous the condition. In only four 
cases did the patients come for advice because of 
discharge from the nipple. 

If the ordinary clinical textbook features are 
present, namely, a hard solitary tumor in the 
breast, adherent to the skin, fixed somewhat to the 
pectoral muscle, causing retraction of the nipple, 
and associated with a hard enlarged mass of glands 
in the axilla, the prognosis from operative interven- 
tion is not good. The diagnosis must be made at 
a much earlier stage of the disease if the mortality 
is to be lessened. 

In women over 30 a lump in the breast is usually 
cancer, especially if it alters the contour of the 
breast, and if there is any elevation of the nipple. 
The diagnosis is practically certain. Two or more 
lumps in the same breast point to a mastitis, rather 
than cancer, especially if they are ill defined. The 
author reports 2 cases out of his 100 in which there 
was carcinomata in each breast when first seen. 
In early cases clinical differentiation between 
cancer and insterstitial mastitis is not always pos- 
sible. When there is a question, the author advises 
treating for chronic inflammation for not longer 
than three weeks. If the lump does not disappear 
or begins to grow smaller by this time, operation 
is advised, and consent obtained to remove the 
whole breast if necessary. In case of doubt he cuts a 
wedge-shaped piece out of the breast and has it 
examined microscopically. If cancer is found, the 
complete operation is performed. He removes an 
area of skin the center of which is the tumor, and in- 
cludes in this the nipple. He takes the subcutaneous 
tissue from the middle of the sternum to the latissi- 
mus dorsi and from the clavicle to well onto the ab- 
domen; the breast; the pectoralis major and minor 
and their fascia (the clavicular head of the pec- 
toralis major is frequently saved, the pectoralis 
minor is always removed); the whole of the fat and 
fascia in the axilla; the fascia over the serratus 
magnus and the subscapularis. The operation 
commences in the axilla and works toward the mid- 
line. The entire technique takes from three- 
quarters to one and one-quarter hours, depending 
upon the fatness of the patient. 

The author’s mortality was 3 per cent: one case 
died of fatty degeneration of the heart, one of goiter, 
and one from embolism. His patients complained 
of little inconvenience following the operation 


and were able to resume their household duties. 
He is unable to give any definite percentage of 
cures. He is impressed with the great difficulty 
in giving a prognosis in any particular case. Of 
his 100 cases he has so far performed 11 operations 
for recurrences. His experience in treating in- 
operable cases with radium and with the X-ray 
has been disappointing. Harry G. Stoan. 


Beck, C.: Extension of the Limits of Operability 
of Recurrent Carcinoma of the Breast. J. Am. 
M. Ass., 1915, lxiv, 1749. 

Experience shows that recurrence of carcinoma of 
the breast after a skillful radical excision is mostly 
seen in the axillary region and in the neck, where- 
upon the vessels, particularly the veins and the 
nerves of the arm, become blocked and compressed. 
The neuralgic pains of the arm and the oedema of 
the same are, for the most part, the evidences of 
such a recurrence. When this stage is reached, 
most surgeons consider the case inoperable with 
the view of radical cure, and justly so, because it 
is very questionable that an elimination of the process 
now spread into a region of great vessels and prox- 
imity to the large nerve-trunks is possible. The 
only thing to do in such cases is to make the patients 
comfortable with réntgen rays or Coley’s serum 
and the most reliable morphine. Such cases are 
always a source of dread to the surgeon. 

In the course of the last few years the author 
has been able to snatch a few cases from such 
certain death, and since years have elapsed from 
the time of treatment and no recurrence has taken 
place, he feels that there is a possibility of doing 
some good in some of these cases by a more extensive 
operation. It consists in the exarticulation of the 


-whole  shoulder-girdle, including the clavicle, 


arm, and scapula, with the plexus and the vessels 
of the affected side, with the ribs, if necessary, should 
they seem invaded by the carcinoma. 

The operation begins with the formation of a 
large skin-flap destined to cover the whole area of - 
the defect, the exarticulation of the clavicle follow- 
ing, then dissection of the tissues of the neck and 
axilla in one block, ligation of every vessel as it is 
reached, cautious cutting of one nerve after the 
other, and, lastly, the separation and excision of 
the scapula. Altogether the author has done this 
operation eight times in nine years. All cases were 
desperate, some of the patients operated on several 
times by him or others were considered inoper- 
able, some of them having consulted the best oper- 
ators of the country, who declared surgical opera- 
tions useless. 

Eight cases are reported, with the following 
results: Case 1 died in six months from intracranial 
carcinomatosis. Case 2 lived three years and dis- 
appeared from observation. Case 3 developed 
erysipelas and died. Case 4 died shortly after opera- 
tion from pleural complication. Case 5 had several 
operations previous to the exarticulation. She has 
been free for five years. Case 6 recovered and is 
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still alive (three years). Case 7 died on the operat- 
ing table following section of the large nerves. Case 
8 is still alive, but has a rib involved. 

Summing up these results, the author believes 
that, while they are not ideal, considering the 
desperate condition of the cases, they are very good, 
and the procedure seems commendable. 

Epwarp L. Cornet. 


Wilensky, A. O.: Empyema of the Thorax. 
Gynec. & Obst., 1915, XX, 501. 

A critical study is made of 299 cases of acute 
empyema which were treated in Mount Sinai 
Hospital, New York, in the last ten years. The 
subject is studied in a very detailed manner and 
under the following headings: age, sex, etiology, 
pathology, bacteriology including blood cultures,com- 
plications, methods of treatment, and final results. 

The pathology and bacteriology of the process is 
studied in extenso, and the facts are correlated as 
far as possible with the clinical laboratory findings, 
especially with regard to the examination of the 
chest fluid. It is pointed out that although tuber- 
culosis of the pleura is fairly common, tuberculous 
empyema is comparatively rare. 

The complications met with are very numerous 
and are widely scattered throughout the body, 
the pulmonary system being especially susceptible. 
Complications are also very common in the struc- 
tures within the cerebrospinal axis. The average 
stay in the hospital was 44 days. 

The conclusions drawn are as follows: 

1. In the great majority of cases empyema is 
secondary to some other inflammatory lesion in the 
body. 

2. The mortality for the series was 28 per cent, 
varying from 50 per cent in children to 18 per cent 
in adults. 

3. The most favorable period for recovery is 
between three and ten years of age. 

4. Twenty per cent of the patients die as a re- 
sult of the primary illness, or of a recurrence of it, 
as pneumonia, or of some other complication or 
intercurrent disease. Only eight per cent die be- 
cause of the process in the chest. 

5. Twenty-three per cent of the patients who 
recovered had more or less trouble with the healing 
of the sinuses. 

6. Advances that will be made in the treatment 
of empyema will come from improvements in the 
operative technique or in the after-treatment, 
which will tend to decrease the frequency of chronic 
empyema sinus to a minimum, or perhaps to elim- 
inate it altogether. 


Surg., 


TRACHEA AND LUNGS 


Davies, H. M.: Bronchiectasis Treated by Liga- 
ture of Branch of Pulmonary Artery. Proc. 
Roy. Soc. Med., 1915, viii, Clin. Sect., 32. 


The author reports a case of bronchiectasis in a 
17-year-old boy. He resected portions of the fourth 
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and fifth ribs four days after doing a nitrogen dis- 
placement. The vagus was injected just above the 
hilum with novocaine, and the branch of the pul- 
monary artery to the lower lobe was ligated. Ether 
was given by means of a positive pressure apparatus. 

The incision was opened several days later for 
drainage, following which recovery was uneventful. 
Three months later the patient was able to work, and 
had only a slight cough occasionally. 

Davies believes that nitrogen displacement is of 
value only in bronchiectasis so long as a permanent 
collapse is maintained. He believes it is of great 
value in abolishing bronchial secretion and in lessen- 
ing toxemia. J. R. Bucusrnper. 


PHARYNX AND C&SOPHAGUS 


Hirschmann, C., and Frohse, F.: Topographical 
Anatomy of the @sophagus (Zur topograph- 
ischen Anatomie des Oesophagus). Beitr. z. klin. 
Chir., 1915, xcv, 469. 


Zaaijer in Leyden recently resected a carcinoma 
of the cardia successfully, and Torek in New York 
one of the thoracic part of the oesophagus. Both 
operated intrathoracically and through the pleura 
and made an external opening for the oral stump 
of the oesophagus. An absolutely indispensable 
condition to successful surgery of the oesophagus 
is accurate knowledge of its topographical anatomy. 
Five plates are given, accompanied by a detailed 
description in the text of the exact relation of the 
cesophagus in all its parts to the surrounding 
structures, and of the position of all nerves, blood- 
vessels, and glands of the oesophageal region. 
These details should be read in the original in 
connection with the plates. A. Goss. 


Coates, G. M., and Goepp, R. M.: A Case of Per- 
foration of the Hsophagus by Septic Infection. 
Penn. M. J., 1915, xviii, 640. 


The patient, aged 24, had eaten creamed chicken; 
in the midst of the meal she felt a violent, stabbing 
pain in the right side of the throat and was unable 
to swallow thereafter because of the continuance of 
the pain. She was taken home and a competent 
laryngologist called, who inspected the pharynx, 
fauces, and larynx, could see no foreign body and 
told her that she probably had swallowed a sharp 
piece of chicken bone which had caught temporarily 
and then passed down, leaving the scratch which 
caused the dysphagia. When, however, 48 hours 
passed, with the pain and the inability to swallow 
continuing, he sent her to the hospital for an ceso- 
phageal examination. 

A Jackson bronchoscope, without the obturator, 
passed the obstruction and thence went easily almost 
to the cardia. No foreign body was discovered, the 
lower part of the oesophagus, below the level of the 
cricoid cartilage, being normal. On withdrawing 


the scope the walls were inspected with great care 
and the inflamed and indurated portion was found 
to be about 5 centimeters in width. Moreover, 
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at the lower edge of this portion, on the right side, 
were two hemorrhagic spots, with a small amount 
of blood exuding. The scope was withdrawn and 
repassed with ease and although there was some 
slight bleeding from the inflamed area nothing 
further was discovered and the patient was returned 
to bed after being on the table about 50 minutes. 
The next day she could swallow slightly, the swelling 
and pain in the neck continued, the urine contained 
albumin and casts, the tongue continued coated, 
the temperature ranged from 100° to 102° and she 
said that a small amount of blood-streaked pus 
had been expectorated which, she felt, had come 
from the sore spot in the throat. Twenty-four hours 
after the cesophagoscopy, she was again unable to 
swallow except with the greatest difficulty. Two 
days later swallowing was again easier, the neck 
was slightly less tender, but still much swollen, 
showing no fluctuation; the tongue was dirty and 
the breath foul. A small amount of pus was again 
expectorated and the temperature remained the 
same. She complained of pain in the right abdomen 
and right lower chest. 

From this time on the history of the case may be 
briefly summarized: there was an onset of fever 
and constitutional disturbance, with generalized 
arthritis and right-sided pleurisy, five days after 
the accident. The temperature, at first 103°, con- 
tinued with remissions of the septic symptoms for 
nine days and then remained normal or subnormal 
untli the patient’s discharge two weeks later. The ar- 
thritis subsided for a time after its first appearance, 
but on the eleventh day returned with increased 
severity for about three days, during which time 
the patient was rendered entirely he pless by the 
pain, which was accompanied by intense itching 
of the hands and feet. Pleurisy, with severe pain, 
but without effusion, was present from the fifth 
to the tenth day. Albuminuria was found on the 
seventh day and continued for nine days. Urticaria 
was present practically from the beginning and 
continued throughout the attack, the eruption 
lasting a few hours or an entire day at a time. 

During the three days of the arthritis a daily 
hypodermoclysis of 600 cubic centimeters was given. 
The urine was reduced in quantity and heavily 
loaded with albumin, hyaline casts, and leucocytes, 
but cleared up as the arthritis subsided. The 
urinary quantity increased markedly under the 
influence of hypodermoclysis, the specific gravity 
falling from 1.027 to 1.007, and this condition 
persisted until the patient’s discharge. 

The dysphagia gradually subsided; the tissues 
of the neck regained their normal outline; the 
tenderness disappeared first from the left side of 
the thyroid, then from the right and, lastly, from the 
deeper structures. Twelve days after the accident 
all local symptoms had disappeared. The patient 
was discharged, cured, after an illness of one month. 

The interesting features of the case from the 
medical standpoint are the number of different 
septic manifestations—urticaria, pleurisy, nephritis, 


polyarthritis, and severe secondary anamia—the 
rapidity of their onset and their equally rapid sub- 
sidence. The prostration during the height of the 
attacks, that is, during the period of severe arthritis, 
which was the prominent clinical feature of the 
case, was in proportion to the severity of the ne- 
phritis and the anemia, and for a time the prognosis 
was regarded as extremely doubtful. The recurring 
attacks of intense and generalized urticaria suggest 
an effort at elimination of the toxins, and were 
regarded as not altogether unfavorable symptoms. 
Epwarp L. CorNELL. 


Torek, F.: Operative Treatment of Carcinoma of 
the @saphagus. Surg., Phila., 1915, lxi, 385. 
Torek describes his method of operating upon the 
three parts of the oesophagus, going into detail 
especially in dealing with the intrathoracic portion. 
He states that with the exception of some successes 
in the cervical portion, treatment of cancer of the 
cesophagus has until recently been a failure and 
still is unsatisfactory. 

Though definite proof of the possibility of removal 
of the carcinomatous oesophagus has been furnished 
in the last two years, the cases brought to the 
surgeon are past operation when they seek relief 
for difficulty in swallowing solid food, as that is a 
latesymptom. Pain on deglutition or independently 
of swallowing is a late symptom. In early and 
moderately advanced cases there is, as a rule, no 
pain. Pain indicates extension beyond operative 
limits. The fact that there is no pain before the 
passage becomes obstructed probably explains why 
the early case is unknown to the surgeon. The 
patient does not pay attention to the temporary 
disturbance due to the swelling in the vicinity of 
the early cancer, and when swelling subsides and 


‘ he can again swallow he will not consent to a dan- 


gerous operation. 

Besides subjective symptoms which Torek does 
not give, the diagnosis is made from information 
derived from passage of sounds, from réntgenograms, . 
and from cesophagoscopy. He advises against 
removal of a section for diagnosis. 

Operation on the cervical portion has been report- 
ed successful in a number of cases, as far as the 
operation was concerned, though all cases died from 
a recurrence, except a case reported by von Hacker, 
which was well one and one-half years after opera- 
tion. The abdominal portion has been resected 
successfully three times: Vé6lcker 1907, Kiimmel 
1909, Zaaijer 1913. The first two cases were can- 
cer of the cardia of the stomach with resection of the 
abdominal oesophagus. After discussing the relative 
merits of the operations of the above men the author 
gives credit to Zaaijer for the first successful removal 
of carcinoma of the abdominal portion of the cesoph- 
agus. 

Condens of the thoracic portion has been 
operated on successfully but once, the author’s 
case, which is well and free from symptoms twenty 
and one-half months after operation. He mentions 
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that a few cases have lived about two weeks before 
they succumbed to the results of the operation. 

He reviews the anatomical points, calling atten- 
tion to the position and relation of the three portions 
of the cesophagus. The points he brings out are 
the relations to the heart, aorta, recurrent laryngeal 
and vagus nerves, the thoracic duct, and intercostal 
arteries, and the vena azygos. 

The blood supply is from the inferior thyroid 
arteries in the neck, branches of the bronchial 
arteries and aorta in the chest, and the left gastric 
in the abdomen. The three points of narrowing 
are: at the beginning of the cesophagus, at the bi- 
furcation of the trachea, and at the hiatus cesoph- 
agus of the diaphragm. The average measurements 
according to von Hacker are: males, incisors to 
beginning of oesophagus, 15 cm.; to bifurcation of 
trachea 25 cm.; to cardia 40to 41cm. For females, 
the figures are respectively 14, 24, and 38 to 39. 
Variations of several centimeters are not rare. 

He calls attention to the fact that the right pleura 
tends to envelope the oesophagus more than the 
left by insinuating itself between the oesophagus 
and the spinal column, especially at its middle 
portion. The cesophagus does not stand out on 
the left side and is manifest only by a slight bulging; 
this may be absent. The pericardium is in front 
and the aorta behind. 

In resection of the cervical portion, a preliminary 
gastrostomy is done in order that the patient may 
be nourished, and also to further nutrition before 
the operation. 

The tumor is removed by circular resection at 
least 2 cm. from each end of the growth. Any deep 
cervical nodes involved are to be removed at once 
or later. Advanced cases occasionally require 
resection of the larynx and trachea. 

Great care is necessary to avoid injuring recurrent 
laryngeal nerves, jugular and subclavian veins, and 
the thoracic duct. 

Methods of restoring the cesophagus include Ach’s 
method of taking a broad skin-flap from the neck 
and turning it upon itself so as to form a tube with 
the skin inward. The two ends of the tube are 
sutured to the upper and lower ends of the cesopha- 
gus. The angle formed by che junction of the edge 
of the flap with the base of the flap is tamponed. 
It is closed two weeks later and a plastic done sub- 
sequently to cover the skin defect. 

With the von Hacker method in the first stage the 
skin-flap is placed in the depth of the wound to form 
the posterior wall of the oesophagus; the posterior 
halves of the oesophageal stumps are sutured to the 
upper and lower borders of the flap, respectively. 
In the second stage, a skin-flap is shaped on each 
side of the newly made posterior wall of the cesopha- 
gus and the two flaps are turned toward each other, 
edge-to-edge, and united to form a tube. The tube 
in turn is covered by lateral skin-flaps mobilized 
for the purpose. 

The mortality is about 36 per cent, due to in- 
sufficient nutrition, cardiac failure, pneumonia, 
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exhaustion, and wound infection, causing sepsis, 
peri-cesophageal phlegmon, and _ mediastinitis. 
Failure to achieve a cure is due mostly to delay in 
early recognition and failure to remove all infected 
lymph-nodes. 

In resection of the thoracic portion of the cesoph- 
agus, previous to the era of differential pressure 
in intrathoracic surgery, extrapleural methods were 
attempted. L. Rehn devised a flap method which 
was unsuccessful on the case upon which it was 
used. Extrapleural methods are still being used 
and are being watched with interest, but the ease 
in handling the lungs and preventing pneumo- 
thorax when differential pressures are used makes 
the transthoracic the preferable method. 

The differential pressure methods mentioned 
are the increases of intrapulmonic pressure, decrease 
of extrapulmonic pressure, and the intratracheal 
insufflation of Meltzer-Auer. The neck cuff of the 
differential pressure chambers interferes with the 
procedure on the neck, so Torek uses the Meltzer- 
Auer insufflation method. 

Cardiovascular disease, anemia, and even slight 
catarrhal conditions of the lungs call for considera- 
tion and careful preparation and treatment of the 
patient. 

The indications for intrathoracic resections are: 
(1) No metastasis must exist after careful examina- 
tion of all possible organs. The abdomen can be 
searched at the time when the preliminary gastros- 
tomy is done. (2) The disease should be circum- 
scribed and limited to the oesophagus. Any exten- 
sion that cannot be easil'y removed precludes success, 
and this cannot be determined until the thorax is 
opened. 

Methods mentioned other than the author’s 
include Sauerbruch’s for carcinoma of the lower 
portion by anastomosis of the lower stump with 
the fundus of the stomach by the aid of Payr’s 
tube or Tiegel’s button and suture of the stomach 
to the diaphragm. The approach is by means 
of an intercostal incision and drawing the stomach 
into the thorax. The “cardinal error” in this 
method is the lack of a serous coat, as in the intes- 
tines, necessitating most accurate suturing, which 
would even then not prevent necrosis of the suture 
line in the absence of a plastic exudate to protect it. 

Wendel’s abdominothoracic method in cases of 
cancer of the cardia consists in a left rectus laparot- 
omy with extension of the incision through the costal 
cartilages as far as the fifth, opening of the thorax, 
division of the diaphragm from the rectus incision 
back to the oesophagus, mobilitization of the 
stomach and oesophagus so they can be brought 
forward and a resection and anastomosis done. The 
diaphragm is sutured to the oesophagus so that 
abdominal drainage can be made for suture line. 
When anastomosis is impossible, resection and blind 
closure of both ends are done. This has invariably 
resulted in leakage from the upper stump. 

Considerations leading to adoption of the author’s 
method are: infection, following leakage from either 
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suture line or stumps suggested the removal from 
the pleural cavity of all except the well invaginated 
lower stump. Danger from infection causing pneu- 
mothorax, from injury to lungs, led to greater care 
in handling lungs and in separating the adhesions. 
Collapse from vagus injury led to care in handling 
these nerves. The last two led to thoracic incision. 

The operation is performed in two stages. In 
the first stage gastrostomy is performed by Witzel’s 
or Kader’s method, and the abdomen examined for 
metastasis. 

The second stage consists in resection of the 
cesophagus. The patient lies on the right side, 
the left arm up and well forward so that the scapula 
is out of the way of the incision. A cushion is 
placed under the right chest. An incision is made 
the entire length of the seventh left intercostal 
space down to the pleura, but not through it. 
The incision extends from the posterior end of the 
seventh intercostal space, between the angle and 
tubercle of the rib, upward to the third intercostal 
space. The skin and muscles are divided, exposing 
the fourth to seventh ribs, inclusive. Towels are 
fastened to the edges of the incision by clamps. 
The vessels are clamped and tied. This step is done 
under general or local anesthesia, and while the 
vessels are being tied general anesthesia is induced, 
the patient intubated, and insufflation anesthesia 
started. Moderate intrapulmonary pressure is used 
while the pleura is being opened. The pleura is 
opened in the seventh intercostal space and the 
operability of the tumor determined. To proceed, 
the fourth to seventh ribs inclusive are divided and 
the intercostal vessels ligated. 

This incision can be modified, but preservation 
of the ribs gives subsequent support to the thoracic 


wall. A Balfour abdominal retractor, made so a- 


17-cm. spread can be obtained, is used and com- 
plete exposure obtained. 

Any adhesions are carefully separated to avoid 
injury to the lung. The lung is then laid over 
toward the front part of the mediastinum and 
kept only partly inflated. Lung retractors are not 
recommended, as their use is dangerous and may 
cause rupture of the lung from pressure on the inflated 
organ. If the right pleura is opened, increased 
intrapulmonic pressure is indicated and lung retrac- 
tors are then needed. 

The pleura and connective tissue covering the 
cesophagus are divided over some portion not in- 
volved and the oesophagus lifted out. A tape 
thrown around it is used as a retractor. 

The cesophagus is liberated from all structures 
from the diaphragm to the upper thoracic aperture, 
except in cases of a high growth where the lower por- 
tion need not be freed. Three centimeters are 
allowed on the lower stump before division for in- 
verting. The dissection is best done by a Kocher 
goiter sound or by long Mayo dissecting scissors. 
To avoid the vagi nerves, dissection must be kept 
close to the cesophagus. The nerves must not be 
picked up with forceps. Their anatomical dis- 


section is necessary only when they are bound 
tothe tumor. The less they are handled the better, 
but one may be cut if necessary, provided the other 
is uninjured. 

There is great danger of injuring the right pleura 
in liberating the posterior surface of the middle 
portion, and care must be used at this point. 

The dissection of the oesophagus where it goes 
under the left bronchus and aorta is done by blunt 
dissection, using the finger. Great care must be 
used not to press on the aorta, as it tends to produce 
cardiac collapse. 

In Torek’s successful case the growth was situated 
in the neighborhood of the arch of the aorta. The 
latter was freed by ligating and cutting several 
thoracic branches of this vessel, when it could be 
lifted forward. The cesophagus is freed above the 
arch. At the upper aperture of the thorax an open- 
ing is made by blunt dissection, using the finger. The 
dissection is carried upward into the neck and out at 
the anterior border of the sternomastoid muscle, be- 
ing completed by sharp dissection under guidance 
of the finger. A strong silk thread is carried through 
this incision into the chest, to be used to pull the 
oesophagus out by. 

This method avoids injury to the inferior thyroid 
artery, one of the sources of blood supply of the 
oesophagus. 

Three ligatures are then applied, the upper one 
at a safe distance below the growth. Just below 
this one the oesophagus is crushed with a Payr 
clamp and a lighter ligature applied. The latter one 
is invaginated by a purse-string, placed 1 to 2 cm. 
below it. In case the growth is too low to permit 
sufficient length to invaginate the lower stump, the 
diaphragm is divided, the stomach is dislodged up- 
ward, and the invagination completed. 

The oesophagus is cut between the two upper 
ligatures and the upper stump cauterized. A 
second purse-string is placed upon the lower stump 
if possible and any diaphragm damage repaired. 

The end of the upper stump is then pushed up 
under the aorta, and the strong silk thread, pre- 
viously introduced into the thorax through the 
neck incisions, is attached to it and the oesophagus 
and growth brought out through the incision in the 
neck. It is wrapped with gauze and left alone 
until the thoracic incision is closed. 

Several pericostal sutures of strong silk are now 
placed around the seventh and eighth ribs to 
hold these two ribs together. The ends of the 
remaining divided ribs assume good alignment. 
The muscles are closed by layer sutures. The 
lungs must be inflated before a complete closure of 
the pleura is made to avoid pneumothorax, though 
a small amount of air will do no harm. The skin 
suture is completed. 

The upper end of the cesophagus is then held 
down in front of the chest, the point of amputation 
decided, and a transverse incision made through 
the skin at the site corresponding to this point. 
This wound is connected with the neck wound by 
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undermining the skin by blunt dissection. The 
cesophagus and growth are drawn down through 
this channel, the growth amputated, and the free 
end of the cesophagus united to the skin margin by 
a few interrupted sutures. 

The most comfortable position for the patient 
is on the right side and partly on the back. Mor- 
phine and stimulants are given as indicated. Cam- 
phor, caffeine, digalen, and strophanthus are given 
for acute cardiac weakness. 

After the end of the oesophagus has healed 
to the skin wound, one end of a special gastrostomy 
tube is inserted into the cesophageal opening, the 
lower end into the gastrostomy wound. Gentle 
massage in a downward direction over the buried 
oesophagus aids movement of food downward. The 
patient operated upon is now able to eat practically 
all kinds of food twenty and one-half months after 
operation. 

Two unsuitable cases operated upon previously 
died; one five days after operation from cardiac 
failure; the other the night following the operation. 

Torek advises that if the position of the growth is 
unknown the left side is the best to attack if from, 
because the right lobe of the liver encroaches so 
much on the right thorax that there is not enough 
room for low amputation of the oesophagus. How- 
ever, if the growth is high the right side may be 
used, as the only structure apt to interfere is the 
vena azygos, which may be divided. 

For carcinoma of the abdominal portion of the 
cesophagus, Torek advises an operation worked out 
by himself in 1913. It is done in three stages: (1) 
gastrostomy; (2) thoracotomy, as described above 
for carcinoma of the thoracic oesophagus; (3) an 
abdominal operation to resect the tumor. An 
incision is made from the ensiform cartilage along 
the whole length of the left arch, dividing all the 
muscles, especially at the posterior end, so that the 
arch can be raised. At the oesophageal hiatus of 
the diaphgram the peritoneum is divided and the 
stump of the cesophagus brought down. The tumor 
is resected with as much of the stomach as is neces- 
sary. 

The author briefly describes Zaaijer’s method which 
consists in (1) gastrostomy at the pyloric portion by 
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Kader’s method; (2) resection of the fifth to eleventh 
ribs inclusive on the left side through two 25-cm. 
incisions so as to bring the point of operation nearer 
the surface; (3) resection of the tumor by laparo- 
thoracotomy. The incision curves from the mam- 
millary line in the left hypochondrium backward to 
the left posterior axillary line, then to just above the 
angle of the scapula. The peritoneum and pleura 
are opened and the diaphragm divided to the hiatus 
of the cesophagus. The stomach and cesophagus 
are mobilized by dividing the lesser omentum. The 
stomach is divided between the clamps and the 
lower end sutured. The oesophagus is carried to the 
neighborhood of the posterior axillary line and su- 
tured. The fistula thus formed is connected with 
gastrostomy by means of a tube. 

Ach has proposed a method for carcinoma of the 
cardia, not requiring opening of the thorax. The 
cesophagus is exposed at the anterior margin of 
the sternomastoid and the wound temporarily tam- 
poned. Through an abdominal incision the coesoph- 
agus is freed from its diaphragmatic attachments. 
A small portion of the cesophagus is pulled down, 
tied with strong thread 2 cm. above the tumor and 
cut below the ligature. The two ends of the liga- 
ture are left one-half meter long. A flexible steel 
rod with a ring attached to the lower end is intro- 
duced into the oesophagus through the mouth. 
The end of the oesophagus and the ring of rod are 
transfixed by a needle carrying a strong thread, 
the ends of which are tied together 12 cm. below 
the cesophagus. The rod is pulled up, the cesopha- 
gus invaginates and follows with moderate resistance. 
When the lower end of the invaginated oesophagus 
can be seen in the neck incision, the first string is 
pulled, thereby invaginating the oesophagus through 
the neck incision. The fistula formed by suturing 
the end of the oesophagus to the skin is connected 
with gastrostomy by means of a tube. 

Torek says that whether success will crown this 
beginning depends on the ability of the profession 
to operate while the disease is strictly localized. It 
would be a mistake to operate on unfavorable sub- 
jects, as it would throw discredit on the method and 
discourage early cases submitting to the operation. 

Donatp S. Gorpon. 


SURGERY OF THE ABDOMEN 


ABDOMINAL WALL AND PERITONEUM 


Eliot, E., Jr.: Mesenteric Thrombosis. Jr. Am. 
Surg. Ass., Rochester, Minn., 1915, June. 


The valuable contributions to the literature of 
this subject by Jackson, Porter, and Quimby in 1904, 
by Trotter in 1913, and by A. Reich in 1913 and 1914 
render the further elaborated consideration unneces- 
sary at the present time. 

The etiology of this condition is both predispos- 
ing and exciting. The normal arrangement of the 


circulation of the intestinal tract is such that only 
relatively small segments are provided with an 
adequate collateral supply. Exceptions do occur, 
and especially in those cases in which the vascular 
occlusion develops slowly, the viability of large 
segments of intestine may be maintained. Even 
where the clot forms rapidly, as after the division of 
the larger branches of the mesenteric arteries, ne- 
crosis is not inevitable. Thus the accidental di- 


vision of the colica media is not always followed by 
the death of the transverse colon, and in one instance 
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an artery and vein within several inches of the root 
of the mesentery supplying the lower ileum, that 
had been ruptured by subcutaneous trauma, were 
ligated by the author without subsequent compli- 
cation. The exciting causes of mesenteric throm- 
bosis comprise those in which, through thrombosis or 
embolism, the lumen of the vessel is occluded, 
shutting off the blood supply of the corresponding 
part of the intestine. These need not now be con- 
sidered in detail. In a very considerable number of 
cases, however, no adequate exciting cause can be 
discovered. This is observed most frequently in 
mesenteric thrombosis of venous origin forming a 
specially interesting group of cases, for the reason 
that, although the resulting necrosis is usually com- 
plete, the affected loop does not generally exceed 
12 to 24 inches in length, and in the absence of any 
lesion in the vascular system the chances of a suc- 
cessful resection are peculiarly favorable. While 
the etiological importance of the group of vascular 
disturbances associated with vascular occlusion 
must always be recognized, the fact that, occasion- 
ally, not one can be identified must not be overlooked 
and must not lead to the positive exclusion of mesen- 
teric thrombosis in the diagnosis of acute and sub- 
acute obscure abdominal conditions. 

In explanation of these obscure cases only theories 
can at present be offered. Reich has advanced the 
possibility of lymphatic infection through the vasa 
vasarum lymphatics of the portal veins. The 
author wishes to suggest the theory that there 
may be an intimate relation between abnormal in- 
testine fermentation and the consequent absorp- 
tion of the chemical products by both the lymphatic 
and venous channels, leading, on the one hand, to 
peritoneal irritation with the formation of adhesions, 
and on the other, though rarely, to the coagulation 
of venous blood. At least adhesions so extensive 
as to lead to acute obstruction through strangula- 
tion have been observed with no prior history to 
account for them. 

The question, Is mechanical pressure ever re- 
sponsible for mesenteric thrombosis? may be an- 
swered in the affirmative, as Martin has reported an 


instance in which a thrombus in the superior mes- 


enteric vein was found, on operation, in a patient 
who gave a history of very tight lacing on the night 
previous to the invasion of the attack. The author 
also refers briefly to an instance of extensive throm- 
bosis of the veins of the great omentum that had 
become chronically adherent to an_ underlying 
fibroid. In this case, the thrombosed vessel, as 
large as the adult little finger, passed upward, 
superficially to the transverse colon, through the 
gastrocolic omentum to join the gastro-epiploica 
dextra vein at the greater curvature of the stomach, 
the clot terminating near the junction of the supe- 
rior mesenteric and portal veins. Subsequent micro- 
scopical examination of that portion of the thrombos- 
ed vessel in the amputated omentum showed no ab- 
normality,and bacteriological examination of the clot, 
whichwas soft and not organized,showed no organism. 


A detailed account of the lesions of mesenteric 
thrombosis is quite unnecessary. The author 
wishes merely to call attention to the possibility of 
temporary circulatory interference by the formation 
of small thrombi which would account for the brief 
attacks of severe abdominal pain so frequently 
given in the histories of these patients; these attacks 
may occur weeks, months, or even years before 
the onset of the final attack, in which laparotomy or 
autopsy reveals a condition of complete necrosis. 

The grouping of the clinical symptoms of mesen- 
teric thrombosis into a picture that may be con- 
sidered fairly characteristic meets with the greatest 
difficulty. The generally accepted classification 
adopted by Reich, and substantiated by the analy- 
sis of 262 cases, divides mesenteric thrombosis into 
two distinct groups: 

1. A group characterized by the classic symptoms 
of acute intestinal obstruction in which there is circu- 
latory disturbance; pain, vomiting, and complete 
constipation being especially prominent symptoms. 

2. Asecond group in which the pain and vomiting 
are associated with the occurrence of repeated 
watery stools, occasionally containing blood. 

Reich, in his analysis, states that diarrhoea occurs 
in 41 per cent of the cases and that in 26 per cent 
the stools contain blood. He also states that in 
16 per cent the vomitus contains blood. 

The physical signs are much more constant than 
the clinical symptoms and are of special importance 
in the second group of cases in which the bloody 
diarrhoea, should it be present, is suggestive of a 
colitis. ‘They are the result of peritoneal irritation, 
and vary in their position according to the position 
of the affected loop. They comprise diminished 
and at times asymmetrical respiratory movement 
of the abdominal wall, rarely visible peristalsis 
(especially in the subacute cases), equally rarely 
localized meteorismus, and the all-important symp- 
tom of muscular rigidity which, even in mesenteric 
thrombosis of limited extent, is apt to be more 
diffuse than localized. In the acute cases marked 
resistance usually obscures a tumor, while in the 
subacute cases the rigidity is less intense, and a 
tumor is occasionally felt either through the abdom- 
inal wall or the rectum. Occasionally the fluid 
in the peritoneal cavity is sufficiently abundant 
to give dullness, especially with the aid of ausculta- 
tion, but the author does not believe in the advis- 
ability of eliciting shifting dullness, as movement of 
the patient predisposes to the spread of the infection 
to distant parts of the peritoneal cavity. The 
leucocyte count is very important and, as in other 
infectious processes in the peritoneum, an increase 
in both the general and polymorphonuclear count 
is usually obtained. 

It must be remembered that the intensity of the 
physical signs varies within wide limits. In the 
acute case the abdomen may be retracted and the 
extension of the peritonitis be most rapid; converse- 
ly, in cases of slow development, the clinical symp- 
toms may be so insignificant that the patient con- 
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tinues at his occupation, and the physical signs may 
not indicate the serious character of the abdominal 
lesion until several weeks have elapsed. 

Operation is indicated in all cases uncomplicated 
by serious or advanced visceral changes. The 
presence of a diffuse and persistent abdominal 
rigidity, alone, is sufficient warrant for prompt ex- 
ploration. In this connection the leucocyte count 
is of considerable value. The difficulty in diagno- 
sis and the consequent likelihood of confusing 
this condition with some more common infectious 
process makes the operation chiefly exploratory 
and, in the larger number of cases, the actual con- 
dition is recognized only after the opening of the 
abdomen. An infected appendix, a gastroduodenal 
perforation, or an acute cholecystitis are excluded 
by the serosanguinolent or bloody exudate. Such 
an exudate points to some form of obstruction as- 
sociated with circulatory disturbance and indicates 
the exploration of the intestinal tract, preferably 
from the ileocecal junction in either direction. 
In the earliest stages it may be difficult to recognize 
the affected intestine, as the color changes are not 
always marked, or the lines of demarcation are 
frequently indistinct, and the glistening appearance 
of the serous coat may remain unimpaired for some 
time. That the operation as suggested by Reich 
should be postponed on account of this difficulty 
until the second or third day, when the changes have 
become marked, is not advisable, in fact it is imprac- 
ticable, as the diagnosis is rarely made, and such 
delay would be most dangerous in the more 
common infectious processes already mentioned 
for which a mesenteric thrombosus is ordinarily 
mistaken. 

When the nature of the lesion has been deter- 
mined, resection of the affected loop is indicated 
where there is a reasonable prospect of success. 
Reich states that resection is contra-indicated by 
the presence of portal thrombosis, multiple infarcts, 
infarcts of the descending colon and sigmoid, and 
extensive infarcts of the small intestine without 
a sharp line of demarcation. After the removal 
of the necrotic intestine, further procedure depends 
upon the general condition of the patient, the site 
of the infarct, and the choice of the operator. A 
consideration of this question leads to the follow- 
ing conclusions: 

1. A secondary anastomosis (the operation advo- 
cated as the operation of choice by Jackson, Porter, 
and Quimby) is indicated when the serious con- 
dition of the patient demands the completion of 
the operation in the shortest possible time. 

2. Where the line of demarcation on either side 
of the infarct is not sharply defined. 

3. Where the extreme length of the infarct 
warrants for obvious reasons the division of the 
intestine at a point which may be oedematous. 

4. Where the infarct does not involve the upper 
end of the jejunum. Should the lesion involve this 
part of the intestine it is self-evident that a primary 
anastomosis can alone preclude the rapid loss of 
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strength which would follow the establishment of an 
artificial anus. 

Conversely, immediate anastomosis after resec- 
tion may be done in cases where there is a sharp 
line of demarcation, where the infarct does not 
exceed 10 or 12 inches in length, where the infarct 
involves the ileum, and where the general condition 
of the patient warrants the necessary extension of 
the operation. In every case of primary anastomosis, 
post-operative leakage is to be avoided by excising 
well beyond the limit of normal circulation, by 
reinforcing the line of anastomosis, if possible, with 
an omental flap, and by leaving the sutured loop 
approximately near the anterior abdominal wall, 
a short non-rigid drain being previously inserted to 
its immediate proximity, so that, in the event of 
leakage, the discharge will be conducted away from 
the peritoneal cavity. 

The methods of reéstablishing the continuity of 
the intestinal canal do not differ materially from 
those ordinarily in use after resection of strangu- 
lated intestine from any cause. Lateral anastomosis 
is always the operation of choice where the divided 
ends are of unequal caliber, or where one or both 
are distinctly oedematous. In cases in which the 
small extent of the infarct enables the resection to 
be carried out in small intestine, unquestionably 
healthy, an end-to-end anastomosis is not contra- 
indicated. In a case of infarct involving the begin- 
ning of the jejunum, Kélbing has done an anterior 
gastro-enterostomy with success, and in one in- 
stance of infarct in the end of the ileum, Weil has 
done an end-to-side anastomosis between the 
ileum and the transverse colon. The comparative 
value of lateral and end-to-end anastomosis is diffi- 
cult to establish, owing to the small number of suc- 
cessful cases. 

To Reich’s tabulated list of 18 recoveries must 
now be added the successful cases of Weil and 
Davis and the cases reported in this paper by 
Wheelwright, Jameson, and the author, making a 
total of 23 recoveries in about 100 operated cases. 
In five instances a secondary anastomosis was done 
by the end-to-end suture method. In the others, 
end-to-end and lateral anastomoses were variously 
done by both suture and button. It is interesting 
to note that in both secondary and primary anasto- 
mosis, post-operative fecal fistula has occurred in no 
less than 8 cases, and that each method of anastomo- 
sis has been followed by at least one instance of this 
complication. The fatalities included 21; in 14 of 
which a primary anastomosis was done as follows: 
in 5 by the end-to-end suture, in 4 by the end-to-end 
button, and in 4 by the side-to-side suture method. 
There were 7 fatalities following secondary anasto- 
mosis. 

Other post-operative complications, besides the 
justly feared leakage, that have occurred in cases 
which recovered include gastromesenteric ileus, 


acute obstruction from adhesions, retention of the 
button, the formation of a gradually shrinking 
mesenteric tumor, parotitis, and the occurrence of 
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persistent bloody stools. The late results in the suc- 
cessful cases should be investigated. Where the 
cause of the thrombosis cannot be discovered or 
where the thrombosis is the result of some vascular 
lesion which persists necessarily after the operation, 
a recurrence does not seem to be at all unlikely. In 
the 3 cases herewith reported, Wheelwright’s is well 
and strong after 10 months, with the exception of a 
slight attack of colitis which occurred recently. 
Jameson’s patient is in excellent condition 20 
months, and the author’s patient is well two years, 
after the operation. 

Of the successful cases collected by Reich, the 
condition of Delatour’s patient three and one-half 
years after the operation was entirely satisfactory. 
There had been no recurrence of any abdominal 
symptom. An equally favorable condition may be 
reported of the patients of Schley and Green almost 
four years after the operation. During this time, 
however, Green’s patient has had a localized in- 
flammatory process in the apex of one lung, which 
has entirely disappeared. 


GASTRO-INTESTINAL TRACT 


Jefferson, G.: A Note on the Passage of Fluid 
Through the Body of the Human Stomach. 
Arch. Réntg. Ray, 1915, xix, 414. 


In the normal orthotonic stomach the barium 
(or bismuth) meal usually passes down the lesser 
curvature in a narrow stream from the cardiac end 
of the oesophagus, instead of streaming impartially 
over the walls of the stomach. The author under- 
took to find an anatomical explanation for this con- 
finement of the bismuth stream to the lesser curva- 
ture. He examined 22 adults of both sexes, in 82 
per cent of which the bismuth descended in this 
manner. 

No gross indication of a canal along the lesser 
curvature can be seen on inspection of the ordinary 
adult stomach, though Lewis has shown on his 
reconstruction models that such a canal is present 
in the human foetus, which he has named the 
“‘canalis gastricus.’”’ This canal reaches its most per- 
fect form in ruminants, and its presence in the 
human stomach has been hinted at since the days of 
Willis. While the adult human stomach shows no 
external sign of such a canal, the mucosa is thrown 
into longitudinal folds along the lesser curvature, 
three of which are especially prominent. Waldeyer 
thought these folds formed a path whereby fluids 
gained the pars pylorica, and named it the Magen- 
strasse. Jefferson found it difficult to believe, 
however, that these mucosal folds alone could pos- 
sess the power of confining ingesta to the lesser 
curvature without help from the underlying muscle. 
Accordingly he has made dissections which, he thinks, 
show that the oblique muscle is arranged so as to 
form an inverted U over the stomach, and by its 
specialized construction is capable of shutting off, 
with the help of the mucosal ridges, a physiological 
canal along the lesser curvature. ALBERT MILLER. 


Hamann, C. A.: Fistulous Communication Be- 
tween Stomach and Colon Following Gastro- 
Enterostomy. Tr. Am. Surg. Ass., Rochester, 
Minn., 1915, June. 


A gastrojejunal ulcer, following gastro-enteros- 
tomy, may result in a fistulous communication be- 
tween the stomach and transverse colon. There 
are some thirteen of such cases upon record. 

The leading symptoms of such a condition are 
fecal odor of the gastric eructations and perhaps 
fecal vomiting, diarrhoea (sometimes lienteric in 
character), and loss of weight. As there is usually 
an opening into the jejunum also, the term “ gastro- 
jejunocolic”’ is an appropriate one. 

The author reports a case in which this con- 
dition ensued after gastro-enterostomy and partial 
gastrectomy. The patient recovered, after separa- 
tion of the stomach, jejunum, and colon from one 
another, closure of the openings in the stomach and 
jejunum, resection of four inches of the colon, and 
the making of a new gastro-enterostomy. 


Zwaluwenberg, J. J.: The X-Ray Diagnosis of 
Peptic Ulcer. J. Mich. St. M. Soc., 1915, xiv, 230. 
Workers in the field of réntgenologic diagnosis of 
the digestive tract are divided into two main camps. 
One places greater emphasis upon the screen exam- 
ination and a system of syndromes built upon the 
size, shape, position, mobility, peristalsis, and motility 
of the stomach, in conjunction with clinical and lab- 
oratory findings. This method is especially popular 
in Europe and has able exponents in America. The 
other camp depends largely upon the perfection of 
its plates and pretends to make a more nearly pure 
anatomical diagnosis. Each method has its obvious 
advantages and disadvantages. 

‘The X-ray findings of ulcer differ according to its 
character, whether simple, perforating, or compli- 
cated. The crater of an ulcer which has perforated 
or is about to perforate can be visualized. Simple 
ulcers can be diagnosed only by altered function. 
They may show (1) reduced motility, (2) spasm 
of the pylorus, (3) localized spasm of the muscularis 
at the level of the ulcer, (4) localized tenderness over 
the ulcer, (5) normal or reduced peristalsis, and 
(6) possibly dilatation. 

Duodenal ulcer may manifest hypermotility, 
hyperperistalsis, dilatation of the antrum, and ten- 
derness over the duodenum. An important sign 
is deformity of the bulb, as pointed out by L. G. Cole. 

Gastric ulcer and advanced carcinoma can 
scarcely be confounded, but carcinomatous degenera- 
tion of a peptic ulcer is impossible of differentiation. 

ALBERT MILLER. 


Peck, C. H.: Gastric and Duodenal Ulcer. Ann 
Surg., Phila., 1915, lxi, 406. 

The author reviews 120 cases of non-malignant 
ulcer of the stomach and duodenum operated on 
by members of the surgical staff of the Roosevelt 
Hospital of New York, between January, 1910, and 
January, 1915. 
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The report is chiefly analytical and statistical. 
Of the total number of ulcers, 73.3 per cent were 
duodenal, and 26.7 per cent gastric. Of the 88 
duodenal ulcers, 71 were of the chronic indurated 
type and 17 were acute perforations. Of 30 gastric 
ulcers, 17 were chronic nion-perforative and 13 
acute perforations. 

Considering the group as a whole, 78.3 per cent 
were males, 21.7 per cent females. In the duodenal 
group 83 per cent were males, and in the gastric 
group 70 per cent. 

All of the 17 acute perforated duodenal ulcers 
occurred in males between 23 and 52 years of age. 
Of the 13 acute perforated gastric ulcers, 9 were 
males and 4 females, ranging from 23 to 49 years of 
age. 

All cases together, the number occurring in each 
decade from 20 to 50 years was almost equal; from 
50 to 60 years somewhat less, and between 60 and 
70 fewer, but still a goodly number. 

Studied in groups, in 71 cases of chronic duodenal 
ulcer, all verified by operation, posterior gastro- 
enterostomy was performed. In 44 the site of ulcer 
was anterior, generally close to the pylorus; 19 were 
posterior, 2 multiple, 1 in the second portion of the 
duodenum, 5 not stated. 

Where possible, in addition to gastro-enterostomy, 
the ulcer was enfolded by Lembert sutures, causing 
some pyloric occlusion. Only one pyloric exclusion 
was done. This case bled before and after gastro- 
enterostomy, and the exclusion was performed one 
year after the gastro-enterostomy. Three years 
later the patient was still troubled with pus and 
occasional hemorrhages. Appendectomy was done 
in 25 of these 71 cases; cholecystostomy for gall- 
stones in 2 cases. 

The symptoms of this group were: haematemesis 
in 13 cases, intestinal hemorrhage in 43 per cent 
of the observations, coinciding with the experience 
of others that it occurs in less than 50 per cent; 
pain occurring two to four hours after eating, re- 
lieved by food and alkalines, noted in 24 cases, less 
than 50 per cent. In 26 additional cases, pain was 
irregular, had no relation to food, or in more than 
50 per cent the character of pain departed from the 
classic duodenal type. Pain of some sort was a 
constant symptom. 

Vomiting was present in about one-half the cases; 
in a few it was persistent and frequent. 

Gastric analyses on 40 cases. 

20 cases free HCl—below 40, equals 50 per cent. 

13 cases free HCl—between 40 and 60. 

7 cases free HCl—above 60. 
6 cases free HCl—above go. 

In no case was absence of free HCI noted. 

The red blood counts on 30 cases showed 4 cases 
above 6,000,000, 8 cases between 5,000,000 and 
6,000,000, making 12 cases, or 40 per cent, with 
some polycythemia. Eighteen cases, 60 per cent, 
had a count of 5,000,000 or less. Making allowance 
for possible secondary anemia, the above would 
seem to indicate that polycythemia is of only 
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limited diagnostic value. Of the 71 cases, 65 recov- 
ered and 6 died. The mortality of 8.4 per cent 
being explained by poor operative risks on account 
of age, extreme cachexia, and alcoholism. A table 
is given of the causes of deaths. Definite reports 
on 36 cases were obtained, only 4 being unsatis- 
factory: One still had pain and hemorrhage referred 
to above; one had a slow, but satisfactory conva- 
lesence after secondary entero-anastomosis for 
recurring vomiting; two cases are much improved, 
but have pain and indigestion at times. Relief 
from pain, after years of suffering, has been striking 
in many cases. In 1g cases of chronic gastric ulcer 
the results were less satisfactory than in the duodenal 
type; gastro-enterostomy was performed in 12 
cases; partial gastrectomy in 3; excision of ulcer 
with gastro-enterostomy was performed in 1; 
exploratory coeliotomy in 1. There were 3 deaths, 
and one patient died from pneumonia shortly after 
discharge. The position: 12 on the lesser curvature 
some distance from the pylorus, 2 on the posterior 
wall, 4 pyloric, 1 not stated. 

Hematemesis was present in 10 cases; absent in 
7; not mentioned in 3. Pain, a constant symptom, 
was made worse by ingestion of food; relieved by 
vomiting. The pain varied in intensity; seldom 
was there a free interval of several days and weeks 
as in duodenal ulcer; on the contrary it was more 
constant and severe than in duodenal ulcer. 

Gastric analysis of 12 cases showed 8 cases free 
HCl, 40 or below; 2 cases free HCl, 60; 2 cases free 
HCI, absent. 

These findings emphasize the fact that gastric 
analysis is of limited diagnostic value. 

As to the treatment, the series is too small to 
draw positive conclusions, but Peck believes that, 
in general, ulcers near the pylorus withinduration 
and which are difficult to differentiate from car- 
cinoma should be excised by pylorectomy or gas- 
trectomy. When situated near the middle of the 
lesser curvature or the cardiac end one may con- 
sider: (1) V-resection with suture with or without 
gastro-enterostomy; (2) Balfour’s cautery puncture 
of the ulcer with closure of the hole by suture with 
or without gastro-enterostomy; (3) gastro-enter- 
ostomy alone without direct attack on ulcer. 

Peck speaks of the ease of cautery puncture for 
ulcers high on the lesser curvature not suitable for 
V-excision as a simple and quick means of dealing 
with this kind. 

He deems it wise to do a gastro-enterostomy in 
every case, whether cautery puncture or V-excision 
is done, as it is possible that the chemical change in 
the gastric juice or its contents has a favorable in- 
fluence on the ulcer. Of 3 cases of partial gastrec- 


tomy, 2 recovered, 1 died of shock. The two cases 
which recovered are well and free from symptoms 
more than two and a half years after operation. 

Of 12 cases of gastro-enterostomy alone, there 
were 3 deaths: 1 from persistent vomiting; 1 from 
pneumonia and pulmonary embolism on the eighth 
day; the other died from pneumonia after discharge 
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from the hospital. Of the 9 which recovered, 3 are 
known to be free of symptoms at 21, 14, and 4 
months after operation; 2 have pain and _ indiges- 
tion at 12 and 18 months after operation; 4 cases 
are not traceable. 

The group is too small to draw conclusions other 
than to say it is evident that gastro-enterostomy for 
gastric ulcer without excision is less satisfactory 
than in duodenal ulcer. 

There has been no development of carcinoma in 
a gastric ulcer unless in some of the non-traceable 
cases or in one which refused secondary operation 
for persistent symptoms and marked cachexia. 

Of the 17 cases of perforated duodenal ulcer, 1 
died of pneumonia on the seventeenth day; 1 after 
secondary operation for subphrenic abscess 22 days 
after primary operation; 2 others died shortly after 
leaving the hospital: 1 of pulmonary tuberculosis 
lighted up by operation, 1 from ulcer on the inferior 
wall against the head of the pancreas. The primary 
operation in the latter case showed a large abscess 
with gas, and as the perforation could not be located, 
closure was impossible. 

No case died from extension of the peritonitis. 
The author feels that gastro-enterostomy does not 
seem to have an unfavorable influence on mortality. 

As to the time between symptoms and operation, 
1 case had symptoms for 3 days, death from pneu- 
monia: 1 for 5 hours, death from subphrenic abscess. 
Of 15 recoveries, 9 were operated upon within 12 
hours; 4 in 12, 27, 31, and 48 hours, respectively: 
in 2 the history indicated perforation several days 
before, with partial sealing by adhesions and fresh 
symptoms from leakage for a few hours before 
operation. 

Of 17 cases, 10 were closed without drainage, 7 
drained. One fatal case was drained, 1 was not. 

It may be concluded from this study that cases 
of acute perforated duodenal ulcer, if operated upon 
promptly, should rarely die of peritonitis; that 
drainage can be safely omitted in the average case, 
but should be used if the closure of the perforation 
is insecure, or if the abscess is present or likely to 
form; that gastro-enterostomy should not increase 
mortality when used in properly selected cases. 
Though opinions are divided regarding the per- 
formance of gastro-enterostomy in the presence of 
acute perforation, Peck thinks it reasonable to 
suppose that a permanent cure would be aided there- 
by, though many undergo spontaneous cure and 
remain well after perforation and suture. 

Peritonitis present at the time of operation varied 
from a moderate amount of fluid in the upper abdo- 
men to a generalized process involving both flanks 
of the pelvis. Drainage of the pelvis or flanks was 
resorted to in one case only. Of 6 cases, 4 had gas- 
tro-enterostomy performed and are reported well 
over periods of from one and a quarter to four years; 
one had pain and gastric symptoms after three 
years. One case operated upon two years previously 
without gastro-enterostomy, suffers from pain and 
indigestion constantly. 


Of 13 cases of perforated gastric ulcer, 7 recovered, 
6 died. The 6 fatal cases died of peritonitis and 
complications; 4 of the 6 were operated upon from 
one to five days after perforation, with peritonitis 
already developed; 2 cases were operated on under 
thirteen hours after perforation. Gastro-enteros- 
tomy was not performed in any of the fatal cases, 
but was done in addition to suture closure in 5 of 
the 7 cases which recovered. 

In 5 cases the perforation was prepyloric; in 5 
on the lesser curvature at some distance from the 
pylorus; in 3, 2 of which were fatal cases with 
advanced peritonitis, perforation was not accurately 
located. 

Of the 7 cases which recovered, 3 were operated 
on within 6 hours, one 12 hours, 2 localized epigastric 
abscesses; in 1 the perforation was partly sealed 
by adhesions. 

In the prepyloric group, the indications for opera- 
tion were the same as in duodenal ulcer: gastro- 
enterostomy when the patient is in good condition 
and there is a probability of pyloric obstruction. In 
perforation on the anterior wall or the lesser curv- 
ature, simple closure is sufficient — gastro-enteros- 
tomy can be performed later. Only 2 cases out of 17 
of duodenal perforation did not give a history of 
previous indigestion. Practically all the gastric 
cases had had previous symptoms of ulcer. 

X-ray is of great aid in the chronic cases, for 
diagnosis and also as an aid in eliminating negative 
explorations. Donatp S. GorDon. 


Graham, C.: Notes on Gastric and Duodenal 
Ulcers. Tr. Marshfield Clin. Meeting, Marshfield, 
Wis., 1915, June. 

After carefully reviewing the histories of his 
cases of peptic ulcers, Graham states that he is 
unable to obtain any pathognomonic symptoms or 
combination of symptoms whereby the exact loca- 
tion of the lesion might reasonably be determined. 
In the clinical diagnoses in a series of approximately 
1,300 cases of operatively demonstrated duodenal 
ulcers there were 702 cases, 54 per cent, primarily 
called duodenal ulcer, while 323, 24.8 per cent, 
were classified as gastric ulcer. One hundred 
seventy-five cases, 13.5 per cent, were primarily 
considered as gall-stone disease. In 64 cases ap- 
pendicitis entered largely into the diagnosis, while 
cancer was considered in 1.5 per cent and about 
I per cent were unclassified. In 107 of these, gastric 
or duodenal ulcer was given as a secondary diagno- 
sis. Of 450 cases of operatively demonstrated gas- 
tric ulcer, 248, 55 per cent, were classified as gastric, 
119, 26.5 per cent, as duodenal, and in 31, 6.5 per 
cent, the gastric diagnosis was placed second. In 
40, or .8 per cent, the gall-bladder was considered dis- 
eased. Cancer was considered in 4.8 per cent of 
the cases, appendicitis in 1.7 per cent, those not 
classified about 2.5 per cent. He states further 
that in the diagnoses of these cases, extrinsic causes, 
such as, gall-stone, appendicitis, and tuberculosis, 
should be kept particularly in mind, since they may 


= 
. 


GENERAL SURGERY — SURGERY OF THE ABDOMEN 


give the regular gastric syndrome or they may 
give an irregular history, all of which is confusing and 
leads to provisional diagnoses. 

He divides the clinical syndrome into three 
groups: (1) The regular type of duodenal ulcer in 
which pain or distress comes within 2 to 5 hours 
after meals, accompanied by gas, sour stomach, and 
vomiting; one or all of which appear at about the 
same hour and continue until the next meal, or until 
food, an alkali, vomiting, or irrigation brings relief 
from the acid condition of the stomach. (2) The 
regular type of gastric ulcer which has the same 
periodicity and the same group of symptoms, not 
so clear-cut as in the duodenal lesions, though in at 
least one-fourth of the cases the difference is quite 
indistinguishable. Pain or distress comes sooner 
after meals, and does not continue so clearly to the 
next meal. It is often eased by food, though not 
so often as the pain of duodenal ulcer. Fear of 
food-pain is more often noted. Food in small 
amounts gives ease, while in large amounts it gives 
pain. (3) The irregular type of peptic ulcer in 
which the history of the distinctive time of onset 
of symptoms and their control has been lost. Such 
histories are found in cases of obstruction, perfora- 
tion with adhesions, hour-glass stomach, saddle 
ulcer, lesions of large areas, or in any condition where 
function and movement are limited. 

Though duodenal and gastric ulcers are apparent- 
ly so nearly similar in their final analysis there are 
some points which aid in their differentiation. 
Each case necessarily calls for its own careful 
consideration because no symptom can more 
than suggest location and often, as the histories 
show, the gastric case may have a pure duodenal 
syndrome, and the duodenal case may quite as clearly 
give the gastric type of symptoms. However, the 
diagnosis of a gastric lesion being made the question 
of its exact location is not paramount. How best 
to treat the lesion and to conserve the patient’s 
health is the vital point. 


Hamburger, W. W., and Leach, J. J.: Gastric and 
Duodenal Ulcer; the Influence of Operative 
Procedures on Gastric Motility and Secretion. 
J. Am. M. Ass., 1915, xliv, 1745. 


Nine gastric and eight duodenal ulcer cases form 
the basis for this study. Of the 17 patients, 8 
received no or only partial relief from their com- 
plaints; 9 cases resulted in marked benefit or com- 
plete cure. The patients were examined, for the 
most part, on an average of from three months to 
two years following the operation; one patient as 
early as five weeks, one as late as twelve years. So 
far as possible, all patients were submitted to com- 
plete physical examination, test breakfast and motor 
meal, fluoroscopy and réntgen-ray examination be- 
fore and after operation. 

Two cases of gastro-enterostomy without pyloric 
exclusion showed a rapid (two-hour) discharge of 
bismuth up to and by way of the gastro-enterostomy 
opening, with delay (six hours) of food beyond the 
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opening, the bismuth finally passing out through the 
pylorus. This was true of the motor meal plus 
bismuth, as well as the regular bismuth-buttermilk 
meal. In one case the delay of the contents beyond 
the opening amounted to a true stasis. Another 
case showed rapid early discharge up to the level of 
the opening, but delay of the residue in the small sac 
below the level of the gastro-enterostomy opening. 
Placing the patient in a recumbent position allowed 
this residue to discharge. 

As in the case of gastric ulcer, pyloric exclusion 
plus gastro-enterostomy was attended by the best 
results. In two cases with the pylorus left patent, 
marked stasis occurred in the overfilled and distend- 
ed duodenum at the site of the ulcer. In this case, 
in spite of the wide, well-placed enterostomy open- 
ing, the maximum discharge occurred through the 
patent pylorus. 

Cases with normal pre-operative findings devel- 
oped post-operative stasis and hypersecretion similar 
to that of gastric ulcer. 

Two duodenal ulcer cases showed late — four and 
twelve years, respectively—gradual closing of the 
gastro-enterostomy opening, necessitating a second 
anterior operation. 

The authors’ conclusions are as follows: 

1. Operative procedures on stomachs with normal 
motility and secretion frequently produce stasis, 
hypersecretion, or both. 

2. Stasis may be caused by pylorospasm, by con- 
tents stranded below the level of the gastro-enteros- 
tomy opening, or by contents held between the 
opening and the pylorus. 

3. Hypersecretion may occur coincidentally or 
secondarily to stasis, but also independently as a 
true post-operative hypersecretion, similar to the 
same conditions in dogs. This hypersecretory 
period is probably due to operative trauma and is 
likely to be temporary. Post-operative hyper- 
secretion explains certain discrepancies between 
bismuth and motor meal findings. 

4. Operative procedures on stomachs with de- 
layed motility and hypersecretion usually reduce 
motility to normal (but not beyond), and lower 
hyperacidity. This is particularly true if the 
pylorus is closed. Ifthe pylorus is left patent, vicious 
circle, stasis in the duodenum, spasm, or second- 
ary contracture of the opening are liable to continue 
the abnormal gastric function or to increase it. 

5. Non-relief from surgical interference in gastric 
and duodenal ulcer is due to (1) lack of properly 
placed surgical indications; (2) lack of thorough and 
prolonged pre-operative medical treatment; (3) 
failure to devise the proper surgical procedure to 
meet the individual case; and (4) lack of prolonged 
post-operative treatment. Epwarp L. CorNeELL. 


Martin, F., and Carroll, A. H.: Réle of Gastro- 
Enterostomy in Treatment of Ulcers. Ann. 
Surg., Phila., 1915, xi, 557. 

The authors report a case coming under their 
care which had previously been operated upon by 
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another surgeon for gastric ulcer, without relief of 
the symptoms, and in addition the patient noticed 
that food recently ingested was passed by the rec- 
tum. The X-ray pictures showed that bismuth 
passed from the stomach by the stoma and also 
by the pylorus. 

Upon exploring the abdomen a chronically 
inflamed appendix was found and removed, and 
also it was fourd that an anastomosis had been 
made between the posterior wall of the stomach and 
the ileum about 20 to 24 inches from the ileocecal 
valve. On account of the patient’s condition the 
normal relation was not restored between these 
organs until a subsequent operation, since which 
time the patient has been in good health. 

The authors point out that, considering that 
almost the entire small intestine was sidetracked, 
the bulk of the food must have passed through the 
pylorus, notwithstanding the opening in the lower 
part of the stomach, where gravity drainage would 
have been effective if possible. 

The good accomplished by gastro-enterostomy is 
either the diverting of the contents of the stomach 
away from the pylorus for a time or permitting a 
reflux of the alkaline contents of the jejunum into 
the stomach. The great number of recurrences 
following gastro-enterostomies and the fact that 
statistics show that 70 per cent of cases of cancer of 
the stomach give a history of gastric ulcer would 
seem to warrant excision of the ulcer-bearing area, 
and this the authors think is best done by a pylo- 
rectomy. They have done this in 5 cases successfully, 
and in 3 of these cases the microscopic examination 
showed beginning malignancy. D. L. Desparp. 


Thaysen, T. E. H.: Typical Réntgen Pictures of 
Carcinoma of the Stomach (Das Ventrikel- 
karzinom in typischen Réntgenbildern). Arch. 
f. Verdauungskr., 1915, Xxi, 47. 


There are two chief forms of stomach cancer to 
be considered: diffuse infiltrating carcinomata and 
those in which there is a circumscribed tumor. 
In the tumor-forming varieties the cancer appears 
as a defect in the stomach shadow, with jagged ill- 


* defined edges. In cancers of the pylorus the pyloric 


part of the shadow is lacking. The boundary 
line is ill-defined and passes gradually over into the 
surrounding shadows. As a rule in spite of active 
peristaltic motion, the stomach contents is not 
emptied into the duodenum, because this form of 
carcinoma generally causes stenosis of the pylorus. 
In tumorous carcinoma of the fundus there is a more 
or less circular defect in the descending part of the 
stomach shadow. There are often tongue-shaped 
projections or irregular strips’ of shadow running 
from one edge of the defect to the other. Generally 
there is no peristaltic movement immediately 
around the defect. The stomach contents is emptied 
normally through the pylorus. 

The prototype of diffuse infiltrating cancer of the 
stomach is scirrhus carcinoma. This does not 
change the form of the stomach but causes contrac- 


tion of its walls so that the lumen of the organ is 
markedly decreased. The réntgen picture shows 
only a small stomach, situated high up with irregular 
and ill-defined edges. If the cancer has infiltrated 
the entire stomach, peristalsis is decreased or even 
stopped, but considerable quantities of the barium 
meal can be seen in the small intestine soon after 
the meal, probably due to insufficiency of the 
pylorus. Scirrhus carcinoma generally begins at 
the pylorus and may remain limited to this region for 
a long time. In such cases the pylorus is narrower 
than it should be and peristalsis is stopped, but the 
barium is seen in the small intestine; instead of 
being emptied as it is normally, however, it flows 
in in a small continuous stream. The pylorus has 
been transformed into a rigid tube through which 
the stomach contents flows continuously. This 
phenomenon of insufficiency of the pylorus can 
be demonstrated only in diffuse carcinoma which has 
infiltrated the pylorus, or rarely in tumorous cancers 
which have not entirely occluded the pylorus. 

There are various transition forms between these 
two extremes including the medullary and gelatinous 
cancers, in which the shadow often takes very pe- 
culiar forms which are illustrated. 

A defect in the pyloric shadow may sometimes be 
caused by conditions outside the stomach such as 
tumors in the gall-bladder, pancreas, or even the 
colon, and adhesions which cover the pylorus and 
prevent it from appearing in the picture. These 
conditions however can generally be diagnosed 
clinically. Spastic contraction of the pylorus may 
simulate tumor of the stomach, and to avoid this 
error repeated examinations should be made; the 
tumor will sometimes disappear if it is due to spastic 
contraction. To an inexperienced observer a small 
normal stomach may look like a case of diffuse scir- 
rhus carcinoma. This will offer no difficulty after 
enough experience has been gained. 

Of course réntgen examination should be used in 
connection with, not to the exclusion of, clinical 
methods of diagnosis. Case histories are given 
of 3 cases of scirrhus carcinoma and 4 of cancer of 
the fundus in which réntgen examination was 
especially valuable. 

The value of réntgen examination in the diagno- 
sis of cancer of the stomach is considerably limited 
by the fact that it gives no information as to pos- 
sible metastases, for there may be a very small 
primary tumor and enormous metastases. On the 
other hand réntgen examination may show that a 
cancer is inoperable and thus an exploratory opera- 
tion may be avoided. A. Goss. 


Gibson, C. L., and Beekman, F.: Occlusion of the 
Pylorus. Ann. Surg., Phila., 1915, lxi, 423. 


From experimental work on dogs, employing 
several methods of pyloric occlusion, the authors 
come to the following conclusions: 

For the border-line cases, where occlusion would 
seem to be indicated more as a matter of expediency 
than of actual necessity, they recommend the less 
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severe measures, such as constriction or infolding 
with sutures. Of the former method, they believe 
at present that the application of a free flap of 
fascia (Wilms), when it can be applied, promises 
the best result. If, however, the adhesions around 
the pylorus are such that it would be inadvisable 
to separate them, the authors recommend that the 
constriction be produced by one of the methods of 
infolding with peritoneal sutures (W. J. Mayo and 
Moynihan). They would reserve the more radical 
procedures, such as the Eiselsberg unilateral exclu- 
sion, for the severe lesions which call unquestionably 
for certainty of results. They feel, however, that 
even in these cases this particular operation will 
seldom be indicated, for as a general rule these 
severe lesions would probably be better treated by 
resection, which in severity but little exceeds the 
unilateral exclusion. I, GERBER. 


Lier, E. H. Van: Exclusion of the Pylorus and 
Treatment of Ulcer of the Duodenum (Pylorus- 
ausschaltung und Therapie des Ulcus duodeni). 
Beitr. z. klin. Chir., 1915, Xcv, 459. 


Van Lier performed a number of experiments on 
dogs to test the comparative value of the various 
methods of excluding the pylorus that have been 
proposed in the treatment of ulcer of the duodenum. 
The object in excluding the pylorus is to prevent the 
ingesta from passing into the pylorus and thus 
prevent the irritation of the duodenum by the 
gastric juice. 

The Wilms method and the method of crushing 
the stomach and duodenum on either side of the 
pylorus and bringing the ends together give tolerably 
good results, but the pylorus still permits the passage 
of stomach contents, while longitudinal plication 
closes the pylorus so effectively that it will not pass 
water or bismuth for three months. Duodenal 
plication is the simplest and therefore the best meth- 
od. If it is impossible on account of adhesions of 
the duodenum, Kelling’s method is indicated. He 
makes a fold in the stomach with two button sutures 
and then brings this fold over and sutures it to the 
duodenum, thus producing kinking and stenosis of 
the pylorus. Various methods of constricting the 
pylorus by means of ligatures, strips of fascia, or 
other means have been proposed, but these fre- 
quently do not hold permanently and the pylorus 
becomes patent again. 

In some cases in which there has been severe 
inflammation around the duodenum and the intes- 
tine is firmly fixed by adhesions it is impossible to 
exclude the pylorus absolutely, and yet these cases 
frequently react well after gastro-enterostomy. To 
understand why this is true, the effect of the 
different methods of gastro-enterostomy must be 
considered. The Y method has the advantage of 
never producing a vicious circle, but it has the great 
disadvantage of often giving rise to peptic ulcers, 
and this danger is especially great in ulcer of the 
duodenum, because there is usually marked hyper- 
acidity. In the Y method little bile flows back into 


the stomach, while in the X method the stomach is 
flooded with bile, causing neutralization of the 
acidity of the gastric juice. This neutralization is a 
great benefit, for if the pylorus is not completely 
occluded the ulcer is not so much irritated as it 
would be by an acid stomach content. 

Peptic ulcers seldom appear after an X anastomo- 
sis, and a vicious circle can be avoided by making 
the loop very short. Therefore the best method 
of treating duodenal ulcer is a von Hacker gastro- 
enterostomy followed by Moynihan’s infolding of 
the ulcer, because it neutralizes the acidity of the 
stomach contents and effectively occludes the pylor- 
us, the two necessary conditions for the healing of the 
ulcer. A. Goss. 


McGlannan, A.: Intestinal Obstruction Due to 
Sigmoid Volvulus; Report of a Case Occurring 
ina Child. J. Am. M. Ass., 1915, lxiv, 1744. 


To the series of 191 cases reported in ro12, the 
author has added the records of 66 cases of intestinal 
obstruction, making the present number 257. 
Among the new cases is one of sigmoid volvulus 
occurring in a child of six years. 

Acute obstruction is much more common in the 
small than in the large intestine, 201 to 56 being 
the proportion. Volvulus of the sigmoid occurred 
10 times in the series, making about 18 per cent of 
the large intestine cases and 3.8 per cent of all forms 
of obstruction. Volvulus of the small intestine 
occurred 11 times, twice in children. Of the 257 
cases, 41 occurred in children under 12. Eighteen 
of these cases were ileocecal intussusceptions and 
6 were intussusceptions of the small intestine proper. 
Intussusception, therefore, makes up more than half 
of all the cases occurring in children and is eight 
times as common as all forms of volvulus in this 
class of patients. 

The following case is reported: The patient, a 
white girl, aged 6, gave a history of two days’ 
illness, the onset with cramps and diarrhoea, fol- 
lowed by vomiting and tenesmus. No blood was 
in the movements. The patient was anemic, toxic, 
extremely listless, pulse rapid and thin, respirations 
thoracic and shallow. The abdomen was generally 
distended and tender. Muscle spasm and rigidity 
were most marked in the right lower quadrant. 
There was dullness in both flanks. The white 
blood count was 41,500, polynuclears g1 per cent. 

Operation was performed immediately under 
novocaine infiltration and ether anesthesia. A 
long right rectus incision was made. When the 
peritoneum was opened, a large quantity of straw- 
colored fluid poured out. The small and large 
intestines were distended, but not inflamed. A 
hasty exploration of the right iliac fossa showed a 
healthy appendix and a greatly distended cecum. 
A much dilated loop of large bowel extended from 
the left over into the right lower abdomen. This 
loop was followed into the left fossa and proved to 
be the fundus of a sigmoid volvulus, which had 
twisted on its footpoints through an arc of about 
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300 degrees. This was untwisted and a rectal tube, 
passed through the anus by an assistant, was guided 
by a hand in the abdomen up into the dilated loop. 
There was an immediate expulsion of gas and watery 
feces through the tube, with relief of the distention 
of the bowel. The abdomen was closed in layers, 
using fine silk sutures. The stomach was washed 
out and an ounce of castor oil given through the 
tube. Five hundred ccm. of salt solution and one 
dose of 1/200 grain atropine were given subcuta- 
neously. 

The patient was quite toxic for the first 24 hours 
after the operation and lavage of the stomach was 
required. After this she improved steadily and in 
ten days was out of bed, the wound having healed. 

Six weeks after the relief of the obstruction, the 
second operation of resection and anastomosis was 
performed for the removal of the redundant sigmoid. 
The divided ends of the bowel were turned in and 
the anastomosis made by the method described by 
Bloodgood. The turned-in ends were sutured 
outside the parietal peritoneum and drains carried 
down to them. The muscles, fascia, and skin were 
closed up to the drains. 

Leakage from one end of the bowel occurred on 
the fifth day and prevented primary healing. The 
sinus closed spontaneously on the twenty-second 
day and the wound healed tight a week later. 
When discharged from the hospital, the patient’s 
bowels moved daily without cathartics, her digestion 
was unimpaired, and she was in perfect health. 

Epwarp L. CorNELL. 


Winthrop, G. J.: Chronic Enteric Intussusception 
Due to Intestinal Tumors. J. Am. M. Ass., 1915, 
xliv, 1303. 

Winthrop discusses chronic intussusception briefly 
and gives a report of two cases, one of which was 
multiple. He apparently accepts Treves’ theory 
that the tumor causes the condition by exciting 
an intense peristalsis at the point of attachment 
of the tumor and not by the tumor preceding and, 
as it were, drawing on the intussusception, as the 
tumor usually forms the apex of the intussusception, 
as in the cases he reports. 

He states that the lateral implantation of the 
growths and the fact that the processes were of the 
ascending variety would lead to the view that the 
portion of the intestine bearing the tumor prolapsed 
toward the intestinal lumen, excited energetic peri- 
stalsis, and was then “swallowed” by peristalic 
waves from above. 

He gives casual reference to a small amount of 
literature by Van Hook, Kanavel, and Moynihan. 

His first case was a colored man of 26 years, 
with negative family history, and whose past his- 
tory suggested nothing. For a period extending 
over several months he had had a series of attacks 
simulating acute intestinal obstruction. These 
attacks were acute in onset and subsided quickly. 
He was free from the attacks for two years, when 
he was seized with one which lasted ten days 


previous to his being seen by the author. The 
pain would start in the right iliac fossa of the 
abdomen and travel up toward the liver. He 
would feel a “hard lump” in the region of the pain, 
would become nauseated and vomit. Vomiting 
would relieve the pain, and the “lump” would 
disappear. The matter vomited was _ recently 
ingested food, and never distinctly fecal. Consti- 
pation almost approached obstipation. Examina- 
tion showed him to be well nourished; heart and 
lungs negative; Wassermann negative.’ 

Marked peristaltic waves were present in the left 
hypochondriac, lumbar, and iliac regions. The 
waves were slow and moved downward. A rounded 
firm and slightly tender mass, variable in size, at 
times was felt in the left lower quadrant. The 
mass was freely movable, was absent between at- 
tacks, but returning in the same position with on- 
set of pain, it would grow larger, extending from the 
left lower quadrant to the splenic area. Its great- 
est size was six inches long and three to four inches 
wide. Rectal, digital, and proctoscopic examina- 
tions were negative. 

Operation revealed an iliac intussusception six 
inches in length, about eight feet from the cecal 
end of the intestine. The invagination was easily 
reduced and at its apex was found a hard tumor 
mass within the intestine. The associated intes- 
tinal nodes were enlarged. Six inches of the small 
intestine, including the growth, were resected and a 
side-to-side anastomosis made. The recovery was ra- 
pid, the patient leaving the hospital on the tenth day. 

The pathological report was a papillary adenoma 
wit no invasion of the wall of the gut beneath the 
new-growth. 

The second case was a colored man of 20 years, 
who had a similar history of a series of attacks of 
intestinal obstruction lasting over a period of three 
months. A mass would appear with the onset and 
disappear with cessation of the attack of pain. 
There was a considerable loss of weight. Examina- 
tion was negative except for a mass in the left 
lower abdominal quadrant. 

Operation revealed an intussusception four inches 
long and a papillomatous tumor projecting into the 
lumen of the gut. Three inches of the intestine, 
including the tumor, were resected and a lateral 
anastomosis was done. Three feet proximal to 
the first a second invagination was found. Six 
inches of the upper ileum were removed with the 
tumor, and an end-to-end anastomosis done with 
suture. 

The largest invagination was two feet below 
the duodenojejunal junction. It involved three feet 
of intestine and was reduced with difficulty. Its 
apex was formed of a portion of intestine sixteen 
inches long containing six papillomata. This por- 
tion including growths was resected and the ends 
united by means of a Murphy button. A fourth in- 
vagination was found still higher in the jejunum, 
but was easily reduced. Shock precluded further 
resection. 
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The wound healed perfectly, but the patient 
died on the fifteenth day from pulmonary embolism. 
Necropsy revealed a small walled off abcess at the 
site of the end-to-end anastomosis, caused by 
leakage. There was a compound pendunculated 
new-growth in the duodenum, each unit of which 
was mushroom shaped. ‘There was an intussuscep- 
tion at the junction of the duodenum and jejunum, 
five centimeters long, at the apex of which was a 
tumor mass. 

Death occurred from pulmonary embolism, in- 
tussusceptions, and abdominal abcess. 

The pathological report was multiple adenoma 
and adenocarcinoma with metastases to mesenteric 
glands. Donap S. Gorpon. 


Ashbury, H. E.: Réntgenological Aspect of Intes- 
tinal Stasis. Hosp. Bull., 1915, xi, 19. 

The réntgen ray has taken the foremost place 
in the diagnosis of stasis in the alimentary tract. 
Stasis when due to mechanical obstruction shows 
an increase of the normal time for the passage of 
the opaque meal through the intestinal tract; re- 
tention at the point of obstruction and at the 
various sphincters from below upward; dilatation 
on the oral side of the obstruction; displacement of 
portions of the neighboring hollow viscus when the 
cause of the obstruction is adhesive bands. The 
conditions producing stasis not associated with 
mechanical obstruction are: incompetent ileocecal 
valve allowing a return reflex of the cecal contents 
into the ileum; spasm of the ileocecal valve pre- 
venting the contents of the ileum from passing into 
the cecum; sagging of the transverse colon causing 
sharp angulation at the splenic flexure; dilatation 
of the colon, either congenital or acquired; redund- 
ancy of the pelvic colon, with lengthening and 
atony.' 

In the 260 cases examined, the author found 88 
instances of stasis: 73 ileal and 16 colonic. A meal 
should be followed through, and an enema should 
also be given. The opaque meal (character and 
quantity not stated) is seen in the duodenum after 
a half-hour, after four hours in the ileum and cecum; 
shows a trace in the ileum after six hours, and should 
be out of the ileum after nine hours. The average 
time for the opaque meal to fill the colon is 24 hours, 
and normally the cecum is clear of the bismuth 
meal after 48 hours, though it frequently remains 
in this locality from 60 to 105 hours. This delay 
is termed stasis. 

The conclusions drawn from réntgen observa- 
tions should be carefully verified and modified in 
certain instances by recognizing the numerous 
idiosyncrasies of the patients, nervous phenomena 
being apt to lead one astray. ALBERT MILLER. 


Pfeiffer, D. B.: Appendicular Obliteration. Ann. 
Surg., Phila., 1915, Ixi, 438. 
From an analysis of 100 cases of obliterative 
chronic appendicitis operated upon by Deaver, 
the author comes to the following conclusions: 


Appendicular sclerosis and its terminal stage, 
appendicular obliteration, differ pathologically and 
clinically from chronic active appendicitis. In the 
latter there is either a persistent low-grade infection, 
or recurring attacks separated by intervals of 
latency. In the former there is no active or latent 
inflammatory process present, merely the end- 
results of such a process. 

With appendicular obliteration, three types of 
symptoms are to be considered: (1) reflex, due to 
irritation of the nervous mechanism of the appendix, 
the “dyspeptic” type of appendix; (2) local, due 
to mesenteric and peritoneal contraction, and in- 
flammatory bands or adhesions affecting the appen- 
dix, cecum, ileum, or ascending colon; (3) consecu- 
tive symptoms, general and local, consequent upon 
disturbed function of the ileocecal region. 

Simple appendectomy avails for reflex symptoms, 
but in local and consecutive symptoms only insofar 
as the operation permanently frees symptom-pro- 
ducing contractions, sclerosis, or adhesions. 

The determination of these latter conditions and 
the appropriate treatment therefore awaits further 
observation and experience. I. GERBER. 


Beach, W. M.: The Extraperitoneal Operation in 
Stricture of the Sigmoid Colon. Penn. M. J., 
1915, XVili, 611. 

To remove growths of the pelvic colon by the 
extraperitoneal method and thereby reduce the high 
mortality attendant upon immediate anastomosis is 
the plea of the author. Accessible records show 
that immediate end-to-end or lateral unions are 
followed by more than 50 per cent mortality; hence 
it is certainly desirable that some procedure, even 
though not so brilliant in technique, be evoked 
that will enable the surgeon to extirpate the disease 
successfully, with a much reduced mortality. 

The following case is reported: The patient, 
aged 42, complained of obstinate constipation for 
two years. During the last six months he had 
passed bloody stools frequently and had so much 
bladder irritation that he had been taking treatment 
for it for a year. Palpation revealed a movable 

-mass to the left of the median line in the hypo- 
gastrium and extending into the left iliac region. 

Sigmoidoscopy verified a large scirrhous ulcer in 

the lower loop of the pelvic colon. At operation a 

tumor was found involving the entire circuit of the 

pelvic colon four inches above the rectosigmoid 
junction, adherent to the posterior wall of the 
bladder. Upon separating the tumor from the 
bladder the latter was ruptured, and later was 
sutured. The tumor, an adenocarcinoma, was dis- 
posed of by the three-step, extraperitoneal operation. 
Owing to the malignancy, the third step has been 
postponed indefinitely. The patient has regular 
stools daily, partly a via natura. His bladder symp- 
toms have subsided, his appetite is normal, his 
weight has increased, and he is able’ to follow his 
occupation with a reasonable degree of comfort. 
Epwarp L. CorNELL. 
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Coffey, R. C.: The Major Procedure First in the 
Two-Stage Operation for Relief of Cancer of 
the Rectum. Ann. Surg., Phila., 1915, Ixi, 4406. 

The author believes that the great reduction in 
mortality in the past three years following operations 
for cancer of the rectum is due to the employment 
of the two-stage operation. He has modified the 
operation so that the separation of the sigmoid and 
the entire intraperitoneal part of the operation is 
done at the first stage. 

A rectal tube is passed up beyond the growth and 
the contents are allowed to drain during the opera- 
tion. The abdomen is then opened in the median 
line, the sigmoid mobilized down into the pouch 
of Douglas, clamped, and cut by a cautery. The 
ends are treated with tincture of iodine, and the 
distal end is then inverted by means of the contained 
rectal tube, through which sutures have been 
passed. The cut mesosigmoid is then closed over 
with peritoneum, at which time the superior hemor- 
rhoidal artery and, in some of the cases, both internal 
iliac arteries are ligated. The proximal end is 
drawn through an opening in the. middle of the left 
rectus, just below the umbilicus, where it is sutured 
in separate layers. The end of the sigmoid which 
protrudes from the anus is clamped and, 24 to 48 
hours later, is cauterized external to the clamp and 
the clamp removed. 

Coffey has performed this operation in eight cases 
during the past year. He found the patients ap- 
parently in the best state for the second operation, 
from twelve to twenty days after the first. 

The second operation consists of removing the 
coccyx and last sacral vertebra, and very radical 
excision of the entire rectum and surrounding con- 
nective tissue and fat, also the sphincter. At this 
time the second operation produces practically no 
shock and may almost be said to be a minor opera- 
tion. The peritoneum was not opened except in 
one case, and in this case the cancer extended so far 
up that the operation should not have been at- 
tempted. This was the only death in the eight 
cases operated upon by this method. 

The author feels that this operation is less shock- 
ing than any other that he has tried, and that it is 
particularly applicable to cancers of the rectum 
proper, even those cases involving the sphincter. 
The operation of course is not applicable in cases of 
total obstruction. The second stage of the opera- 
tion is particularly suited to either spinal or gas 
anesthesia. I, GERBER. 


Morris, R. T.: The Angiotribe in Hzemorrhoids. 
Internat. J. Surg., 1915, xxviii, 143. 

The angiotribe is considered by Morris to possess 
special advantages in the removal of hemorrhoids. 

1. The blood-vessels and lymphatics being 
absolutely crushed, there is no hemorrhage. 

2. The blood-vessels are so thoroughly crushed 
that embolism is averted. 

3. The nerves being completely crushed, a mini- 
mum of pain follows operation. 


4. Other tissues are so thoroughly crushed that 
their residue does not invite dangerous infection. 

The instrument is applied in the long axis of the 
rectum, and the redundant tissue clipped off. On 
removal, a thin membrane is left, which is not to 
be touched. Powder is applied and the bowels kept 
locked for 2 or 3 days. There may be some separa- 
tion of the edges of the wound, but nothing is 
required beyond a drying powder. 

The author has never seen a case of bladder or 
anal sphincter spasm follow this method, and he 
even uses it in prolapse of the bowel. 

M. CHase. 


LIVER, PANCREAS, AND SPLEEN 


Graff and Weinert, A.: Why are Disturbances 
After Cholecystectomy Still soCommon (Warum 
bleiben nach Exstirpation der Gallenblase so 
hiiufig Beschwerden zuriick)? Beitr. z. klin. Chir., 
1914, xcii,. Festschr. Hamburg-Eppendorf, 339. 


The authors sent out question sheets to 130 
patients on whom cholecystectomy had been per- 
formed for gall-stones and personally investigated and 
examined the great majority of those who still have 
disturbances. They received answers from 124 
patients — 109 women and 15 men. Of these, 87 
have been well ever since the operation or imme- 
diately after, and have remained so to this day. 
Four others have had one attack after each opera- 
tion (2 true colics followed by icterus) but have 
remained well ever since, so that a total of gt 
(73.4 per cent) are cured. 

The others who still have disturbances are classi- 
fied into five groups: 

1. Those who have symptoms pointing to the 
possibility of a stone being left behind (4 cases). 

2. Those with disturbances of a gastro-intestinal 
nature (8 cases). They are caused principally by 
kinks of the stomach or bowel due to adhesions. 

3. True adhesion disturbances (12 cases). Of 
these the symptoms in some of them may be due to 
changes in the pancreas, found at operation. 

4. Disturbances due to a ventral hernia following 
operation. 

5. General nervous disturbances having probably 
no connection with the gall-stone disease (6 cases). 

Adhesion, therefore, is the most prominent 
factor in post-operative disturbances. It is there- 
fore essential to prevent their formation as much as 
possible. The authors recommend the subserous 
enucleation of the gall-bladder and tamponade with 
the Dreesman glass drain as especially useful. 

L. A. JUHNKE. 


Dietrich, H. A.: Acute Pancreatitis (Pancreatitis 
acuta). Beitr. z. klin. Chir., 1914, xcii., Festschr. 
Hamburg-Eppendorf, 322. 


In Kiimmel’s clinic 17 cases of acute pancreatitis 
have occurred within the last five years, one of 
traumatic origin. In the etiology of non-traumatic 
pancreatitis gall-stone disease is important, either 
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due to infection or to the action of ferment. Pre- 
disposing factors are diabetes, alcoholism, arterio- 
sclerosis, and adiposity. The disease always appears 
suddenly and usually with pain in the region of the 
stomach, vomiting, and sensitiveness in the region 
of the pancreas. The clinical picture later becomes 
confused and resembles that of diffuse peritonitis 
or ileus. Temperature as a rule is not present; the 
pulse is small and rapid. The pancreatic reaction 
of Cammidge is not reliable. 

The treatment consists in early laparotomy in 
the midline, irrigation with normal salt solution, 
exposure of the pancreas through the ligamentum 
gastrocolicum, incision of the capsule, and drainage. 
In the presence of gall-stones, cholecystectomy or 
cholecystostomy is done, if the condition permits. 
Stimulants are used, especially normal saline infu- 
sion. In 16 cases a cloudy hemorrhagic exudate was 
found in the abdomen at operation, fat necrosis in 
the omentum and mesentery in nearly every case. 
The pancreas was usually infiltrated, containing 
hemorrhagic areas, and in three cases there was 
extensive necrosis and destruction of tissue. 
Another characteristic point is that the subcutaneous 
fat is converted into a firm layer resembling bacon fat. 

A mortality of 77 per cent occurred —unusually 
high, but undoubtedly due to the fact that over 
half of the cases were received in the most severe 
stages of collapse. L. A. JUHNKE. 


Dowd, C. N.: Cavernous Angioma of the Spleen. 
Tr. Am. Surg. Ass., Rochester, Minn., 1915, June. 

Angiomata of the spleen are very uncommon — 
some of them have ruptured and have been reported 
as blood cysts, others have undergone such changes 
as to be classified under carcomata. A tabulation 
of 13 cases of cavernous angioma is given. In six 
of these cases other organs beside the spleen were 
involved in the growth, especially the liver. The 
author reports one case, a woman of 37, who for 
6 months had noticed a splenic tumor which had 
extended into the epigastrium across the median 
line. Splenectomy was done, and at the operation 
angiomatous spots were noticed in the liver. The 
patient recovered from the splenectomy but 13 
days later suffered from liver hemorrhage similar 
to that which had occurred in the spleen. The 
ai enlarged greatly and the patient died 6 weeks 
ater. 

Pictures of the enlarged spleen with its blood 
cyst were shown, also microphotographs of the 
cavernous angioma which had replaced practically 
all of the splenic tissue. The histogenesis of the 
growth was discussed; it was supposed to be of 
embryonic origin. 


Upcott, H.: Splenic Jaundice: a Contribution to 
the Surgery of the Spleen. Brit. J. Surg., 1915, 
ii, 673. 


The author gives a good short description of this 
condition with report of a successful case. Accord- 
ing to his definition it is an affection whose features 


are chronic jaundice, anemia, enlarged spleen, and 
an excess of urobilin in the urine and feces. It is 
a jaundice which may commence in childhood, 
occasionally with a history of it in the family, which 
does not tend to produce either pruritus or brady- 
cardia. 

The blood shows a lowered hemoglobin content. 
The serum is bile-tinged, and the red cells are dimin- 
ished. Polychromatophilia, granular degeneration 
of red cells, is occasionally present. There is 
occasional leucocytosis in contrast to splenic 
anemia and there may be a relative lymphocytosis. 
There is an increased fragility of the red cells, shown 
by diminished resistance to the hemolizing effect 
of a weak saline solution. 

The spleen may be just palpable or may extend to 
the iliac fossa, and as a rule is not tender. At opera- 
tion there are usually few evidences of perisplenitis. 
The feces are normal in color, no bile pigment is pres- 
ent in the urine, but the urobilin content is increased. 
The urobilin output in the stools may rise from 
0.15 gram to 4 grams per diem. 

The patients complain of weakness, languor, loss 
of appetite, nausea, headache, and epigastric pain, 
but rarely of pain in the region of the spleen and 
left scapula. 

Periodical exacerbations are liable to occur with 
rise in temperature and increase in pain and tender- 
ness. There is a tendency to cholelithiasis. 

The two types are familial and acquired. The 
familial is the more common and the symptoms are 
milder in this type. 

Physiologically the bile is formed by the phago- 
cytes of the spleen and liver taking up the dead or 
dying red cells; the hemoglobin thus liberated 
is absorbed by the hepatic cells, its iron split off, 
and the resulting bilirubin excreted into the bile 
capillaries. 

Adami regards jaundice as a regurgitation of 
bile pigment into the blood and lymph-vessels 
from a surplus in the liver. Excessive hemolysis 
gives hemoglobinuria. 

In experimental obstructive jaundice the terminal 
bile capillaries are dilated; this is not the case in 
the hemolytic icterus produced by injection of 
toluylenediamine. 

The source of the bile pigment in the blood is from 
the spleen. 

Through an increased hemolysis the spleen pro- 
duces bilirubin or an intermediate body in excess; 
the increase is beyond the power of the hepatic cells 
to dispose of, and a marked jatindice with choluria 
results. “If the hemolysis is long continued and 
gradual in onset, the liver-cells have time to adapt 
themselves to the extra amount of bilirubin, or its 
intermediate precursor, brought them from the 
spleen, and are able to excrete the greater part of it 
into the intestine, thus leading to an increase in 
urobilin. A variable but small amount of bilirubin 
passes the liver-cells and reaching the general cir- 
culation produces a moderate icterus, but is not 
sufficient to lead to choluria.” 


| 


270 


He suggests that the “threshold value” of the 
kidneys is so raised that bile will not be excreted 
until cholemia has reached a greater degree than 
usual, and this may explain the mechanism of 
splenic, or acholic, jaundice. 

Arguing from the above facts, it may be inferred 
that the disease is due to an excessive destruction 
of red blood corpuscles, and physiological data 
point to the spleen as the seat of the hemolytic 
overactivity. 

It may be suggested that the increased fragility 
of the red cells is due to some substance produced 
in excess by the spleen which renders the red cells 
an easy prey tothe splenic pulp. The fragility of the 
red cells has been noted to disappear after splenec- 
tomy. 

a dogs show increased resistance of 
the red cells and a lessened tendency to hemolytic 
jaundice after the injection of hemolytic serum. 

The spleen is generally much enlarged and shows 
evidences of perisplenitis with a diffuse fibrosis of 
the splenic tissue. 

Gibson has described a streptothricial invasion 
and he suggests that infection by an extraneous or- 
ganism must be excluded before attributing the 
condition to perverted metabolism of the splenic 
cells. 

After splenectomy the icterus usually fades in a 
few days, with slight leucocytosis for a few days, 
followed by gradual recovery from the anemia. 

The disease is not progressive and operation need 
be advised only when the patient complains of its 
symptoms. 

The author’s case was that of a young woman 
35 years of age, who had suffered from jaundice 
since childhood. Eleven years previous, after an 
operation for gall-stones, she was troubled with 
biliary fistula for ten months. She was troubled 
with headache, poor appetite, and loss of weight; 
she often felt chilly and at times had rises in tempera- 
ture. 

The author operated for calculus in the common 
duct and did an anastomosis of the gall-bladder and 
duodenum, following which the patient was free 
from jaundice for three weeks, but it returned when 
she was able to be up. 

When seen one year later she was moderately 
jaundiced, at times a deep orange, had attacks of 
shivering, nausea, and pain in the epigastrium 
along the left costal margin to the left shoulder. 
The faces were always colored, but the urine was 
dark brown; tests for bile pigment were negative. 
The spleen was palpable one inch below the costal 
margin and tender. 

Inquiry revealed the fact that her father had 
died from an operation for gall-stones, after suffer- 
ing from jaundice for ten years. One sister was 
suffering from an enlarged spleen and anemia. 

Eight months later the patient’s condition was 
unchanged. Wassermann test negative. Through 
an error, the results of faces and urine examinations, 
red and white blood-cell counts were not obtained. 
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The differential count was normal. The fragility 
test showed hemolysis to 0.5 per cent saline solu- 
tion. 

At this time the spleen was removed. There 
were a few adhesions at the junction of the phrenic 
and renal surfaces. The patient went home on the 
thirteenth day. The jaundice was markedly less 
on the fifth day, and gone on the sixth. Seven days 
after operation, red blood-cells, 4,475,000; white 
blood-cells, 11,100; 3 per cent eosinophiles. Fragility 
test: hemolysis with 0.5 per cent saline; normal 
control 0.45 per cent. The feces contained no ex- 
cess of urobilin. Two months after operation she 
had a hematemesis, and epigastric pain after food 
for several weeks. Three months after operation 
she was moderately anemic but clear of jaundice. 
She had a dragging pain in the left side after walk- 
ing; leucocytosis of 12,440; fragility of red cells the 
same as at the last examination. 

Gibson’s pathological report on the spleen was as 
follows: 

Macroscopical. The organ was enlarged to about 
three times the adult size and presented a normal 
shape. ‘The surface was smooth with slight thick- 
enings where the trabeculae met the surface. Some 
old localized perisplenitis was seen on the concave 
surface, and there was some recent perisplenitis 
along the anterior border. The color was dark 
red. On cross-section the organ was firm and 
fleshy ; the malpighian corpuscles could be recognized 
embedded in a red matrix. On careful examination 
of a number of cut surfaces there could be seen here 
and there buff-colored pinhead areas, usually in or 
touching a trabecula. They did not occupy more 
than a millimeter of the length of the trabecula. 

Microscopical. There was a diffuse fibrosis and 
the trabeculae were thickened. The pigmented 
spots seen by the naked eye showed a diffuse black 
staining with Wheal and Chown’s stains, and some 
irregular, curved, and angular thick threads only 
partially stained black. There were clear un- 
stained bands interrupting the threads, short forms, 
and bacilli present. There was much yellow pig- 
ment here and elsewhere. In two of the sections, a 
black irregular network was present under the 
capsule in places which showed a buff-pigmented 
spot to the naked eye. 

On histological grounds, there was an undoubted 
invasion of the organ by a filamentous organism of 
the streptothrix type. Cultures have been made, 
and from them have been obtained pure growths of 
an organism which belongs to the streptothrices. 

Studies of the reactions and pathogenicity of this 
organism are not yet complete. Donatp Gorpon. 


Wilson, L. B.: Pathology of Spleens Removed for 
Certain Abnormal Conditions of the Blood. 
Tr. Am. Surg. Ass., Rochester, Minn., 1915, June. 


This study is a continuation of a previous report 
which covered the pathologic examination of 26 
spleens removed at operation or autopsy in the 
Mayo Clinic between November 14, 1905, and 
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November 1, 1912, from patients on whom a more 
or less positive diagnosis of splenic anemia had 
been made, and of two “wandering spleens” re- 
moved at operation within the same period. 

The present prelimiriary report covers the exam- 
ination of 31 more spleens removed at operations 
between December 3, 1912, and June 9g, 10915. 
Further study of several groups will be reported 
later. The cases have been studied clinically by 
Giffin, whose grouping is observed in the abstracts 
of the pathologic protocols given. 

Pathologic analyses of 15 cases of clinically diag- 
nosed splenic anemia are given. The average age 
of the patients at the time of operation was 36 
years. The average duration of symptoms was 32 
months. The average weight of the spleen was 
1,130 grams. This is a little higher than the average 
weight (975 grams) of the spleens reported in 1913. 
The average of the two groups is 1,045 grams. Few 
of the specimens equal the weights given by Lyon, 
who states that the average weight is 62 ounces 
(1,860 grams). This discrepancy is probably due 
to the fact that Lyon’s figures are drawn largely 
from autopsy reports, while those of the Mayo 
Clinic are from operative material, the spleen con- 
tinuing to enlarge until death. In general the 
change in the shape of the spleen is not so marked 
as the change in size. In other words, the hyper- 
trophy is evenly diffuse except in those cases in 
which infarcts have occurred. The maintenance of 
the notch is important from the standpoint of 
clinical diagnosis. 

Histologically, the most constant features are 
the marked reduction of the pulp and lymphoid 
tissue with the great increase of reticulum and 
the almost constant presence of amyloid degenera- 
tion and arteriosclerosis. Whether the diffuse 
hypertrophic fibrosis is the result of inflammatory 
changes has not been accurately determined. The 
author sees no reason at present, however, to change 
from the commonly accepted theory that the process 
is one of low-grade chronic inflammation. In this 
connection it may be noted that Bunting has iso- 
lated a diphtheroid organism in pure culture in 4 
out of 12 tubes sown from the spleen in one of their 
cases. 

Analyses of the pathologic findings in 7 spleens 
from cases of pernicious anemia are given. The 
average age of these patients was 44 years at the 
time of operation. The average duration of symp- 
toms was 27 months. The average weight of the 
spleens removed was 463 grams. Only one was 
less than normal (195 grams). The increase in 
weight is out of harmony with the conception of the 
atrophy usually found in the spleen in cases of 
pernicious anemia. Here again the discrepancy i is 
probably accounted for by the fact that in the last 
stages of pernicious anemia the spleen becomes 
atrophic, while the author’s figures, based on opera- 
tive cases, show an increased weight of the organ. 

Cytologically the increase is mostly in the lym- 
phoid tissue, though it is worthy of note that in 


one case there was a well-marked fibrosis, the 
weight of this spleen being almost twice the average 
weight of the glands in the series. The almost 
entire absence of pigments in these relatively early 
stage cases is again in contradiction to the usually 
accepted statement that the spleen in pernicious 
anemia cases is pigmented. 

The remaining 10 spleens are from cases scattered 
in seven different clinical groups. The one case of 
hemolytic anemia, two of lues, and two of hemolytic 
jaundice resemble pathologically the cases of splenic 
anemia. The one case of secondary infection, one 
of lymphosarcoma, one of acute febrile non- septic 
(?) splenomegaly, and one of splenomegaly with 
eosinophilia have little pathologic relationship to 
either splenic or pernicious anemia. The lympho- 
sarcoma case was a typical lymphoma whose malig- 
nancy was shown clinically. The other three cases 
gave the general picture of an intense acute or sub- 
acute infection causing hypertrophy and hyperplasia 
of all the parenchymal elements of the spleen with- 
out material increase in the reticulum. 

Our knowledge of the pathology of splenomegaly 
associated with chronic changes in the blood has 
made slow progress largely because, except in rare 
instances, we have been unable to study spleens 
from such cases until the later or terminal stages 
of the diseases have been reached. Now that 
splenectomies are becoming more common, it is 
fair to assume that clinicians will be on the lookout 
for large spleens in all cases of pathologic conditions 
of the blood and we may hope for an opportunity 
to study early pathologic changes in the glands 
removed at operation. If any progress is to be 
made, however, we must sharply differentiate the 
relative changes in the various histologic elements 
of the spleen and these changes must be studied in 
correlation with accurately observed clinical phe- 
nomena. At present the clinical diagnoses of splenic 
anemia, pernicious anemia, secondary infectious 
anemia, hemolytic jaundice, Gaucher’s disease, 
etc., are all lacking in clearness, a condition which 
must be materially improved upon before an in- 
structive parallel may be shown, if, indeed, any 
exists, between the several clinical syndromes in 
their various stages and the pathologic picture 
present in the spleen. 


MISCELLANEOUS 


Willis, A. M.: The Management of Septic Condi- 
tions in the Abdominal Cavity. N. Y. M. J., 
1915, Cl, 1117. 

The question as to when to operate in certain 
forms of peritonitis is still an open one. In the 
majority of cases Nature if left to her own resources 
tends to localize the infection. After this has 
occurred and the patient has developed a certain 
degree of immunity, operation can- be performed 
with comparative safety. The author believes in 
the “watchful waiting” policy advocated by Ochs- 
ner. Limitation of peristalsis is essential to successful 
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localization of the infection, and this is accomplished 
by absolute bowel and body rest and the adminis- 
tration of morphine. Saline proctoclysis and 
hypodermoclysis aid by reducing thirst and by dilut- 
ing the toxins. Cessation of pain and contraction 
of the pupils are the best indications of the effect of 
morphine. Glucose added to saline proctoclysis 
helps to maintain the nutrition of the patient and 
prevents the appearance of dangerous derivatives 
of oxybutyric acid in the urine, otherwise met with 
during starvation. 

The use of cathartics in constipation associated 
with pain is distinctly dangerous. Vomiting before 
or after operation calls for gastric lavage. 

Appendicitis cases are operated upon within the 
first forty-eight hours of attack, if possible; other- 
wise localization is waited for and if an abscess 
forms it is drained. The appendix is removed at 


a subsequent operation — usually after about 3 
months. Cholecystitis and salpingitis cases are 
operated upon only after the acute stage has sub- 
sided. Stomach or intestinal perforation, due to 
any cause whatsoever, calls for immediate opera- 
tion, unless the patient is moribund. 

The Fowler posture is indicated exclusively in 
septic conditions in the pelvis. To insure proper 
drainage, the patient should be placed on the affected 
side, and once or twice daily should be turned on the 
abdomen to allow the pus to gravitate toward the 
drainage opening. The drain should always reach 
the most dependent part of the abscess. 

Solid food is withheld for a week or ten days after 
operation; food should be given frequently, but in 
small quantities. Small enemata are used, but 
cathartics are withheld for at least a week after 
operation. LESTER TUHOLSKE. 


SURGERY OF THE EXTREMITIES 


DISEASES OF THE BONES, JOINTS, MUSCLES, 
TENDONS. CONDITIONS COMMONLY 
FOUND IN THE EXTREMITIES 
Burk, W.: Treatment for Infected Injuries of the 
Soft Parts (Die Behandlung infizierter Weich- 

teilwunden). Med. Klin., Berl., 1915, xi, 325. 

Every gunshot wound, even if not primarily in- 
fected, involves the danger of secondary infection; 
therefore it should be kept in the best possible 
physical and mechanical condition for the avoidance 
of infection. The most absolute possible quiet 
of the injured limb should be maintained, if neces- 
sary, by means of splints or plaster. The life of 
the patient sometimes depends on this if there are 
signs of phlegmon. The limb should be kept 
elevated to avoid venous stasis. If the injury is on 
the lower limb the patient should be kept in bed; 
otherwise there is danger of lymphangitis, throm- 
bophlebitis, or possibly pyogenic infection. For the 
sake of mobility of the joints, as soon as inflamma- 
tion has subsided active and passive movements 
should be begun. If the healing takes weeks or 
months the position of the limb should be changed 
on dressing, and hot air, massage, and medico- 
mechanical treatment be given the joints. 

If ankylosis of the joint must be counted on— 
which occurs chiefly in cases complicated by frac- 
ture—the greatest care should be exercised to place 
the joint in the most favorable position possible; 
for instance, the knee in complete extension, the 
elbow at a right angle. Of course incisions must be 
made at the most dependent point for the discharge 
of wound secretion, and in case of phlegmon of ten- 
don sheaths the central end of the diseased area 
is laid bare. Foreign bodies must be removed as 
far as possible without too much injury to the tis- 
sues; probing and opening of blood and lymph- 
vessels must be avoided as far as possible. Wounds 
should not be irrigated with antiseptic fluids; paint- 


ing with tincture of iodine is preferable. Pockets 
may be irrigated with hydrogen peroxide. When 
abscesses have been opened they may be washed 
out with carbolic acid, which is neutralized after one- 
half to one minute with alcohol. 

In the course of severe phlegmons there are often 
copious hemorrhages due to a hemorrhagic diathe- 
sis; the granulations bleed like a sponge, though 
no bleeding vessels can be found. In such cases 
subcutaneous or intravenous injection of 5 ccm. 
human blood serum is effective. If the bleeding is 
from a vessel it must be ligated some distance above 
the injury, or there is apt to be recurrent bleeding 
from erosion. General septic infection may often be 
avoided by amputation at just the proper time. 

The author has not found Bier’s hyperemia 
very effective. In gas phlegmon there is a charac- 
teristic brownish red discoloration of the skin with 
crepitation from the gas collected under the skin. 
This is best treated by numerous small incisions, 
abundant use of hydrogen peroxide, and intramus- 
cular insufflation of oxygen. In gas gangrene the 
only possible treatment is amputation well into the 
sound tissue; in spite of it the mortality is fearfully 
high. A. Goss 


Pfender, C. A.: The Réntgen Ray a Diagnostic 
Factor in Myositis Ossificans Circumscripta. 
Wash. M. Ann., 1915, xiv, 146. 


The term “myositis ossificans circumscripta” 
has been proposed for local bone formation to dif- 
ferentiate it from “ myositis ossificans progressiva.”’ 
The present paper is based to a great extent on the 
monograph by Herman Kiittner. 

Myositis. ossificans circumscripta may be (1) 
traumatic; (2) non-traumatic; (3) neurotic. 

The traumatic type may be due to chronic or 
occupational traumatisms, repeated severe trau- 
matism, and single severe traumatisms. 
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Five cases of sharp traumatism have been re- 
ported. It also occurs after dislocations, notably 
in the brachialis anticus. 

Non-traumatic cases are rare; only 12 cases have 
been reported. Usually they are in the thigh and 
upper arm. 

In the neurotic cases the condition is found 
associated with spina bifida, tabes dorsalis, syringo- 
myelia, transverse myelitis, paralytic dementia, and 
others. Ossification of the musculature of the joints 
predominates. The psoas is involved quite frequent- 
ly in these cases and those of non-traumatic origin. 

The first two types occur in early life, the third 
in later life. 

In non-traumatic cases symptoms may be absent. 
In neurotic forms the nervous symptoms overshadow 
all else. In the traumatic form there is usually a 
history of muscle rupture or contusion, accom- 
panied by hematoma, and local pain. This may 
subside or disappear, to reappear, usually in a less 
degree, as bone formation occurs. If nerves or 
blood-vessels are pressed upon the pain may be 
quite severe. The ossification may be quite rapid. 

In the X-ray the shadow varies with the develop- 
ment of the growth. At first it is hazy, resembling 
new callus, gradually becomes denser and then 
linear, the lines running in the same direction as the 
muscle fibers. Lighter areas are present which 
may be cysts. When complete ossification has 
occurred the process may remain stationary or intro- 
gress. The X-ray may not show any connection 
with the skeleton. 

In the differential diagnosis progressive myositis 
ossificans, muscle syphilis, periosteal sarcoma, car- 
tilaginous exostoses, floating cartilage, chronic in- 
flammatory bone diseases may be excluded on their 
history, their development, duration, and by the 
X-ray. 

The growth may react its maximum in a relatively 
short time, and may remain so for many years, or it 
may tend to undergo absorption. Connection with 
the skeletal bone makes the prognosis more favorable. 
The tendency to spontaneous recovery is quite 
pronounced. Treatment may be _ prophylactic, 
conservative, and surgical. 

The important point in prophylaxis is to prevent 
traumatism in reducing dislocation—especially to 
the brachialis anticus muscle. 

Conservative measures in the development of 
bone are of use, such as rest, elevation of the ex- 
tremity, hydrotherapeusis, compresses, etc. Mas- 
sage is contra-indicated. Moderate motion should 
be allowed. 

Operative treatment is not advisable unless to 
relieve pain, or for pressure. When used the ex- 
cision should be complete. 

The author reports a case in which there was 
extensive bone formation following an injury to the 
deltoid. Under conservative treatment this had 
greatly diminished at the end of a year, and was 
progressing toward a spontaneous recovery. 

ARCHER O’REILLY. 


George, W. S., and Todd, A. H.: Myeloid Sarcoma 
of the Femur, with Pathological Fracture. 
Brit. M. J., 1915, i, 592. 

The authors report a case of endosteal sarcoma 
occurring some three months after a fall on the 
knee. A pathological fracture was sustained later 
while stepping down from a moderate height. The 
réntgenograms showed a clear, well-defined cavity 
in the internal condyle of the femur, which was 
somewhat expanded, and also a fracture of the 
internal condyle which had almost escaped notice. 
Examination of the specimen after amputation 
showed a cyst in the internal condyle filled with 
blood and lined with a dark, soft membrane showing 
the typical changes of a spindle-cell sarcoma. From 
the standpoint of diagnosis the authors attribute 
much importance to a persistence of localized ten- 
derness over the internal condyle. F. J. GAENSLEN. 


Davis, J. S.: The Celluloid Tube in Finger Injuries. 
J. Am. M. Ass., 1915, |xiv, 1647. 

Davis divides partial traumatic amputations into 
two classes, clean cuts or crushing off, with much 
bruising of remaining parts. When the bone is 
exposed, it may be shortened to make a pad over its 
end, but in certain skilled workmen, as much of the 
terminal phalanx as possible must be saved. He 
thought some means to do this could be devised, 
and the first thing that occurred was transplantation 
of tissue. This would demand more supervision 
than possible in an out-patient department where 
most of the injuries must be treated. To stimulate 
growth of granulation tissue on the end of the stump, 
he hit upon 1/200 inch transparent sheet celluloid. 

A summary is given of 15 cases with varying 
degrees of injury, from a little to all of the first 
phalanx; not one has a painful stump, and all have 
a movable pad over the end of the bone. The 
injury is painted with tincture of iodine. The 
celluloid, soaked in 1:1000 bichloride, is washed with 
ether or alcohol, then wrapped around the finger and 
fastened with adhesive strips. This makes a tube 
a little smaller at the free end than at the base. 
The granulations are all thus made to grow past the 
end of the bone. Cleaning and dressing is done 
through the end of the tube. In early cases, a 
blood-clot is allowed to form, and serves to aid 
granulations. Lacerated parts are gathered to- 
gether inside the tube. Only a very small gauze 
dressing is needed around the tube. The wound 
can be watched through the celluloid, which should 
be removed every two or three days, since the skin 
becomes moist from sweat. It does not stick to the 
surfaces. The sooner the case is seen after the 
accident the better the chance of recovery. The 
healing takes about 33 days. C. A. STONE. 


Brickner, W. M.: Shoulder Disability; a Further 
Study of Its Varieties and Their Treatment. 
Interst. M. J., 1915, Xxii, 331. : 

The author lists the causes of shoulder disability 
as follows: (1) subacromial bursitis; (2) subacro- 
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mial bursitis with injury to the supraspinatus or, 
occasionally, the infraspinatus tendon, and cal- 
careous deposit; (3) spinatus tendon injury with 
slight or perhaps no associated bursitis; (4) frac- 
ture of the greater tuberosity of the humerus; (5) 
subluxation (forward) of the humerus; (6) spon- 
taneously reduced dislocation; with which, of course, 
may be grouped disability following surgically re- 
duced dislocation; (7) sprain or tear of the capsule 
without dislocation; (8) subcoracoid bursitis; (9) 
biceps tendovaginitis; (10) traumatic periostitis; 
(11) developing syphilis, tuberculosis, and neo- 
plasm of the head of the humerus; (12) true brachial 
neuritis; (13) unclassifiable cases, most of which 
probably belong to one or another of the above 
groups but some of which perhaps remain to be 
accounted for otherwise. 

1, 2, and 3. The first three conditions are con- 
sidered together. The author regards as the most 
nearly characteristic combination of signs and 
symptoms—pain in the upper arm extending toward 
the elbow and at some time or other in the shoulder 
region itself, as on abduction or internal rotation; 
marked tenderness over the lesser tuberosity of 
the humerus and more or less limitation of abduc- 
tion and of internal rotation. This limitation is 
usually due to spasm, but not infrequently is me- 
chanical. A réntgenogram may show lime deposit. 
Open operation is advised in acute cases, while in 
chronic cases much can be accomplished by the 
author’s abduction treatment. 

4. Fracture of the greater tuberosity of the hu- 
merus, when due to external violence, may be recog- 
nized by local pain, tenderness, swelling, and ec- 
chymosis. When resulting from internal violence 
the symptoms are similar to subacromial bursitis, 
and a positive diagnosis is made only by a réntgeno- 
gram. The treatment consists either of the ab- 
duction method in bed or fixation of the arm in 
moderate abduction. 

5. Subluxation of the humerus, traumatic in 
origin, shows no pathology in the réntgenograph. 
There is pain in the shoulder radiating down the 
arm and inability to abduct; a slight prominence of 
the head of the humerus, but no apparent flattening 
of the deltoid muscle. Continued abduction for 
ten to fourteen days effects a cure. 

6. After the spontaneous or deliberate reduction 
of a dislocation, disability is to be overcome by ab- 
duction treatment, passive movements, and mas- 
sage. 

7. Sprains and lesser tears of the capsule are 
diagnosed in old cases chiefly by exclusion. The 
condition is best treated by abduction. 

8. Subcoracoid bursitis is not a common affec- 
tion. There is distinct tenderness below and to the 
outer side of the coracoid process; also pain on ab- 
duction and forward movement of the arm as in 
pulling on an overcoat sleeve. Iodine, asperine, 
and resting the arm in a sling effect a cure. 

9. Biceps tendovaginitis is manifested by ten- 
derness in the bicipital groove, pain on strongly 


flexing the supinated forearm, and pain when the 
arm is swung back and forth, the head of the hu- 
merus then gliding under the biceps tendon. Treat- 
ment is by local rest and anodynes. 

10. Traumatic periostitis, unless acute, can be 
recognized in the réntgenograph. 

11. Syphilis, tuberculosis, and new-growths of 
the head of the humerus in their early stages. may 
present only the features of a stiff and painful 
shoulder. Réntgenography is the most valuable 
diagnostic aid in differentiating between these 
conditions. 

12. Brachial neuritis is rare. Shoulder dis- 
ability of other types is often mistaken for neuritis, 
especially when there is atrophy of the deltoid and 
spinate and radiation of the pain toward, or into, 
the hand. 

13. The unclassified cases are those presenting 
the general picture of shoulder disability in which 
neither physical signs nor réntgenography point 
definitely to any of the lesions above considered. 
They respond admirably to abduction treatment. 

Brickner’s abduction treatment consists in placing 
the patient in bed in a semirecumbent position, sup- 
ported on pillows, not too soft. The patient then 
abducts the affected arm on the pillow as far as he 
can comfortably. A muslin bandage is then looped . 
lightly about the wrist or elbow and carried to a 
convenient spot on the headpiece of the bed, where it 
is fastened. The upper end of the bed is then 
raised on “‘ chock blocks” or chairs. As the patient’s 
body little by little slides down in bed, his arm 
travels (relatively) further and further up, and thus 
a shoulder that obstinately resists forcible efforts 
at abduction yields steadily, painlessly, to this 
gradual countertraction which the patient often 
does not even feel. The author states that-it is 
striking to observe that a person whose shoulder 
for months has not been abducted, actively or 
passively, beyond 45°, put thus to bed in the after- 
noon, may be found the next morning with his arm 
alongside his head. Few cases respond so quickly, 
however. The treatment may require a week or 
even more to restore full abduction. 

CHARLES M. JAcoss. 


Léffelmann: Shoulder Pain—Referred Phrenic 
Nerve Symptom—in Acute Surgical Diseases 
of the Abdomen (Der Schulterschmerz—das 
Fernsymptom des N. phrenicus—bei den akuten 
chirurgischen Erkrankungen der Bauchhéhle). 
Beitr. 2. klin. Chir., 1914, xcii, Festschr. Hamburg- 
Eppendorf, 225. 


The author investigated all acute abdominal 
cases in Kimmel’s clinic in regard to referred shoul- 
der pain. The typical shoulder pain occurs in the 
nape of the neck, in the supraclavicular region, ~~ 
in the upper arm, far from the focal disease. 
may appear simultaneously with, before, or sie 
the onset of the abdominal pain. According to 
Mackenzie it is referred along the sympathetic 
from the phrenic nerve to the cervical nerves. The 
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cause of the phrenic nerve irritation may be me- 
chanical, chemical, or inflammatory, in general a 
combination of the several factors. The severity 
of the shoulder pain depends upon the intensity 
of the phrenic irritation, upon the rapidity and 
duration of the irritation, and upon the susceptibility 
of the individual. The appearance of the shoulder 
pain in acute abdominal conditions is due to an 
irritation of the diaphragm, the side on which the 
pain appears usually corresponding to the side in 
which the lesion exists. The symptom, however, 
does not appear in every case of irritation, therefore 
there must be other factors which enter into its 
production. 

In 16 cases of perforation of the stomach and 
duodenum, only once did the symptom fail to appear 
(adhesions between diaphragm and liver). It is of 
importance in the differential diagnosis of appen- 
dicitis, as it occurs in this disease only if the ap- 
pendix is situated near the diaphragm. It was also 
absent in 3 cases of acute pancreatic disease. Only 
in 2 cases of ruptured pyosalpinx was the symptom 
present and in both, the right subphrenic space was 
filled with pus. Liver abscess at the convexity 
produces the symptom early; likewise perinephritic 
abscesses if they reach the diaphragm. In ruptured 
tubal pregnancy the symptom appeared on the 
right side in each of 6 cases. In 2 cases of injuries 
to the spleen and 1 to the liver, the symptom occurred 
on the left side twice and on the right side once. 

The author believes that referred shoulder pain 
is frequently a valuable diagnostic aid. 

L. A. JUHNKE. 


Heineck, A. P.: Contribution to Study of Joint- 
Bodies. Chicago M. Recorder, 1915, xxxvii, 216. 

The author states that he has reviewed all cases 
of joint-bodies originally reported in English, 
French, and German literature between 1890 and 
1913 found at the Crerar Library. The age of 
greatest incidence is in the third decade. Males 
are affected much more frequently than females, 
the proportion being 9 to 1. Of 303 cases the knee 
was affected in 250, the elbow in 41. Trauma was 
noted in the history in 218 cases. The bodies owed 
their origin either to detachment of portions of 
bone or cartilage, to organization of blood-clot 
following injury, to pedunculated lipomata, to free 
or pedunculated fibromata, to enchondromata or 
to osteomata. Hypertrophied synovial fringes 
occurring after injury may also produce joint- 
bodies. 


The symptoms are referable first to the injury. 


responsible for the formation of the joint-body in 
the traumatic cases, and second to those produced 
by the joint-body itself. Symptoms vary greatly 
from slight discomfort to severe functional dis- 
turbance. The X-ray is often of value in distinguish- 
ing between free bodies and displaced semilunar 
cartilage, as the latter do not show in the X-ray 
plate. For the removal of bodies from the knee- 
joint situated posteriorly, the posterior incision 
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should be used. Post-operative fixation combined 
with traction is advised for knee cases. Operation 
is the only treatment to be considered, as secondary 
joint changes will otherwise occur with increased 
impairment of function. 

The X-ray findings are not always conclusive, 
depending upon the amount of lime salts contained 
in the joint-body. Joint-bodies invariably impair 
the structure and function of a joint. Intra-articu- 
lar manipulation at operation should be reduced to 
a minimum. F, J. GAENSLEN. 


Porter, J. L.: The Treatment of Rheumatoid 
Arthritis of the Hypertrophic Type (Osteo- 
Arthritis). Am. J. Orth. Surg., 1915, xii, 718. 


The author states that the promiscuous removal 
of various organs, thereby attempting to lessen the 
toxemia, has in some cases been effective in curing 
the condition, but it is not effective in all cases. 

He considers that any sensitive joint should have 
rest. The hypertrophic condition responds poorly 
to any treatment, but with an intra-articular injec- 
tion of 2 per cent formalin in sterile olive oil, filling 
the joint to moderate capacity and immobilizing 
for two to eight weeks, good functional results are 
obtained. 

He gives one-quarter grain of morphine with 
atropine five minutes before the injection and infil- 
trates the point of puncture with novocaine. Little 
pain is experienced. A general anesthesia is 
necessary only for very nervous patients. 

H. W. Mattsy. 


McGavin, L.: Tuberculosis of the Right Knee- 
Joint. Clin. J., 1915, xliv, 161. 

The author gives an interesting case report of 
tuberculosis of the knee and discusses the case at 
length, going into the anatomy, etiology, clinical 
findings, and treatment. 

Ruling out other conditions and condemning 
palliative measures as useless in this case which has 
become extra-articular, he recommends excision 
and, failing in this, amputation can always be done. 
Spinal anesthesia is given absolute precedence and 
the use of a broad Esmarch tourniquet advised. 

Extensive removal of diseased tissue and swab- 
bing with pure carbolic or lysol, securing an angle 
of 175° to 178°, and preservation of the greater 
length of the internal condyle are advised. If the 
patella is involved it should be removed and in any 
case its articular cartilage removed. The tourni- 
quet is left on until a firm dressing has been applied 
according to the Howse method. W. H. MEyerpinc. 


FRACTURES AND DISLOCATIONS 


Coues, W. P.: The Diagnosis and Treatment of 
Some Rare 
clxxii, 705. 


Coues emphasizes the necessity of careful study 
of all injuries in order that slight or unusual frac- 
tures may be discovered and properly treated. 


Fractures. Boston M. & S. J., 1915, 
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He first discusses fractures in the upper extrem- 
ity: (1) fracture of the trochlea of the humerus, (2) 
subperiosteal Colles’ fracture in children, (3) separa- 
tion of the epiphysis of the first metacarpal bone, 
(4) fracture of the carpal cuneiform bone. Those of 
the lower extremity he classifies: (1) fracture of the 
fifth metatarsal bone as differentiated from the 
occurrence of the bone of Vesalius, (2) separation 
of the lower epiphysis of the fibula, (3) fracture of 
the middle and external cuneiform. 

All these fractures are difficult of diagnosis, but 
the author believes the diagnosis can be made by 
careful physical examination even before the X-ray 
is taken. F. C. Kiwner 


Trawick, J. D., and Keith, D. Y.: The Medicolegal 
Aspect of Radiograms in Diagnosis and Treat- 
ment of Fractures and Joint Injuries. Lancet- 
Clin., 1915, cxiii, 489. 


Trawick and Keith discuss the relation of X-ray 
to other findings in fractures and joint injuries. 
The radiogram conveys the “fact of injury,” but 
cannot give a satisfactory impression as to the 
effect of injury upon function. They say we are 
often misled by the X-ray in the direction of attempt- 
ing to obtain results that give a good X-ray picture 
without a proper regard to resulting function. 

They advocate the universal use of X-ray in 
fractures, but emphasize that the sources of error 
and possibilities of misjudgment of the findings of 
the radiogram must be kept in mind. 

The possibility of errors resulting from faulty 
X-ray technique are discussed in detail. 

The treatment of any case must rest upon the 
surgeon’s ability to properly interpret the plate 
and the clinical findings. The X-ray enables us 
primarily to recognize the fracture and, second, to 
classify our fractures into groups for methods of 
treatment much more accurately than formerly. 

Court decisions are quoted to illustrate the legal 
status of the X-ray in certain injury cases. In one 
case, for example, the skiagraph was admitted as evi- 
dence that a certain patient had a bullet in his body, 
but it was not admitted that the pictures might show 
which of two courses the bullet might have taken. 

In a second case the court admitted X-ray pictures 
to give the jury a more intelligent idea of the injury 
than could have been conveyed by description. 

In another case X-ray plates of a fracture of the 
neck of the femur were admitted as evidence simply 
to illustrate or make clear the testimony of experts. 

The authors conclude that whether for judge or 
jury, the X-ray photograph of a bone or joint lesion 
is evidence simply of an actual condition, and only 
the expert is capable of drawing conclusions as to 
the meaning of such a condition and to interpret the 
probable effect of such a lesion upon the possessor. 
Before the jury a radiogram is purely secondary 
evidence, a mere representation of a condition 
existing, and from that radiogram alone no judge 
or jury can draw conclusions as to the probable 
results on ultimate function. |§ H. Winnett Orr. 


Neuhof, H., and Wolf, H. F.: The End-Results 
of Treatment of One Hundred Cases of Frac- 
ture of the Elbow; Immobilization in Hyper- 
flexion Combined with Early Passive Move- 
ments and Massage. Surg., Gynec. & Obst., 1915, 
XX, 295. 


Cases sent from different surgical departments of 
a large out-patient clinic were studied to determine 
results of various methods of treatment for fracture 
of the elbow. No selection of material was made, 
those in which the final outcome could be determined 
being taken in succession to the number of one 
hundred. Results were classified very simply into 
“perfect” and “imperfect,” the former consisting 
in the full and normal range of motion. 

With this rigid standard “perfect” results vary 
from 23 to 81 per cent in different statistics. 
Of the authors’ one hundred cases the results were 
“perfect” in 53. Their statistics demonstrate 
clearly that the outlook for perfect results depends, 
not upon the type of fracture to any great extent, 
but upon how soon massage and mobilization are 
begun. If the elbow is fixed in hyperflexion and 
mobilization and massage are instituted early, 
perfect results may be expected almost invariably — 
they were found in 22 of the authors’ 23 cases. 
Early physical therapy is also important from an 
economic standpoint; the sooner it is begun the 
shorter the duration of the treatment and the loss of 
function of the elbow. Six of the patients in the 
authors’ series were operated upon; none yielded 
perfect results. Such excellent results have been 
observed, even in very difficult cases, by combining 
hyperflexion with early mobilization that the 
authors are exceedingly conservative in their in- 
dications for operation. 

The rationale and technique of hyperflexion are 
discussed in detail. Any flexion short of hyperflexion 
does not abolish the lever action of the forearm or 
the distorting influence of muscular action. 

Additional reasons for fixation in hyperflexion 
are: (1) The triceps acts as a natural splint around 
the lower end of the humerus. (2) The carrying 
angle is maintained perfectly because the elbow 
is fixed with the forearm and arm in alignment. 
(3) If limitation of motion does follow fracture, the 
elbow is in the most favorable position. 

There are two important objections to immobiliza- 
tion in extension: (1) The slightest lateral movement 
may rotate the broken fragment from the correct 
position. (2) Tendency to backward displacement 
existing in most elbow fractures is in no way pre- 
vented. 

In the technique of hyperflexion the authors 
lay especial stress upon minimal manipulations in 
examining and setting the fracture. They are 
strongly opposed to those who believe that crepitus, 
etc., must be elicited in order to make the examina- 
tion complete. It is not always possible to entirely 
reduce the fracture, yet the results of hyperflexion 
may be perfect. Hyperflexion means the most 
acute flexion possible without obliteration of the 


i 


GENERAL SURGERY — SURGERY OF THE EXTREMITIES 


radial pulse; the sooner after fracture it is carried 
out, the better the result. A simple roller bandage 
is described; it securely fixes the elbow in the 
hyperflexed posture. 

The object of massage and mobilization is the 
prevention of joint stiffness, whether from muscle 
atrophy, changes in the joint capsule, or mechanical 
interference of bone fragments. The authors found 
that the two objections to this treatment — danger 
of displacing fragments and of formation of ex- 
cessive callus — are eliminated by scrupulous ob- 
servance of one principle; i.e., massage and mobiliza- 
tion must be painless. ‘This is especially important 
in children. Massage may be begun very soon 
after fracture, but an absolute rule for the com- 
mencement of mobilization cannot be made. The 
X-ray picture and freedom from pain in the first 
attempts are the best guides. The authors term 
mobilization “early” if begun within two weeks. 
Treatments are given daily, the elbow being re- 
turned to hyperflexion after each treatment. It 
is rarely necessary to maintain hyperflexion for 
more than three weeks. The authors conclude with 
a detailed description of their cases. 


Wyeth, J. A.: Fracture of the Patella; an Original 
Method of Retaining the Fragments in Apposi- 
tion. J. Am. M. Ass., 1915, lxiv, 1752. 


Wyeth describes a simple method, which has been 
successful, for holding in apposition the fragments 
of a fractured patella. The edges of the fragments 
are exposed by a transverse incision over the center 
of the separation and the clot washed out with hot 
salt solution. The edges of the overhanging con- 
nective tissue are stitched with a continuous fine 
linen suture and the skin incision closed with 
running chromicized gut. 

The holding device is as follows: A strong, quar- 
ter-curved needle (Hagedorn), threaded with extra 
large linen (No. 5), is carried across the lower border 
of the lower fragment, dipping deep into the sub- 
stance of the patella ligament just along its expanded 
attachment to the patella. The joint of entrance 
and exit of this needle should be about 1.25 inches 
apart, and the thread ends left 8 inches long. 

This same procedure is carried out along the upper 
edge of the upper fragment, the needle not going 
into the bursa under the madricep muscle. The 
transverse incision is then covered with gauze and 
the ends of the sutures tied tightly together, holding 
the fragments in good apposition. A cast is then 
applied, which is to be worn for six weeks; walking 
on crutches being allowed at the end of a week. At 
the end of six weeks the threads are removed. There 
is no danger from ankylosis, and the results from 
the operation have been good. J. W. Sever. 


Hauke: Treatment of Fractures of the Patella 
(Zur Behandlung der Patellarfrakturen). Beitr. 
2. klin. Chir., 1915, xcv, 548. 


Until within the past year and a half Hauke 
treated cases of fracture of the patella in which 
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operation was indicated by suturing with wire. 
He gave up this method because the operation 
was so frequently followed by arthritic changes in 
the joint. Among 15 cases, 4 were treated con- 
servatively with 3 good results and one poor; the 
latter case had been earnestly advised to have an 
operation but refused. There were no signs of 
arthritis in any of these 4 cases. Of the 11 cases 
operated upon 6 healed with good function; there 
was bony union in only one however, fibrous in the 
rest, with an average separation of the fragments 
of 1.5 cm. In 4 cases the results were moderately 
good and in one poor. Of the 15 patients, 4 were 
awarded permanent damages. In 8 of the 11 cases 
there was more or less pronounced arthritis after 
the operation, which caused subjective symptoms, 
sometimes permanent, sometimes only on change of 
weather. 

Since he has given up wire suture he follows the 
method recommended by Thiem, Lauenstein, and 
others. The joint capsule is sutured, and also the 
auxiliary extensor apparatus, that is, the periosteum 
and peripatellar ligaments. In old cases and also 
in recent cases with wide separation of the frag- 
ments a plastic operation is added; a flap is formed 
of quadriceps fascia, with its base attached to the 
upper fragment, it is then brought over and at- 
tached to the lower fragment. He thinks it is not 
necessary to attain bony union, as good functional 
results are often obtained when there is only fibrous 
union. Four cases have been operated upon by the 
new method with good results in 3 and moderately 
good in one. There have been no signs of arthritis 
in any case. A. Goss. 


Riedl, H.: Fracture-Dislocation of the Upper 
Tibia Without Injury to the Fibula — a Typical 
Injury (Verrenkungsbruch des oberen Schienbeins 
mit Erhaltung des Wadenbeins — eine typische 
Verletzung). Zentralbl. f. Chir., 1915, No. 3, 33. 


Riedl discusses this type of fracture first reported 
by him several years ago and adds four more cases 
to the ones reported. The fracture is really a 
fracture-dislocation of the knee-joint; fracture of 
the upper joint surface of the tibia longitudi- 
nally, the outer condyle of the femur being driven 
between the split condyles of the tibia without 
injury to the fibula. 

The injury in each case was due to a fall upon 
an abducted, extended limb. Apparently two forces 
are necessary in the production of the injury, one 
a compressing force in the axis of the limb, and a 
second acting from without inward as manifested 
by the weight of the body being thrown outward 
over the limb. 

External examination reveals swelling of the 
knee extending downward for a distance on the 
tibia, a definite protrusion on the outer side below 
the joint, slight flexion and more or less valgus 
position of the leg; there is usually fixation in the 
position, but some lateral motion is permitted. 
The radiograph shows the tibia split between and 
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separating the two condyles, the fracture extending 
downward for several inches. The condyles are 
separated so far that one or both may even be 
entirely broken off. The separation is due to the 
fact that the external femoral condyle is driven 
between the two more or less into the epiphysis 
of the tibia. In all cases the outer condyle of the 
tibia is dispiaced without, however, having lost 
its connection with the fibula. The patella is 
likewise dislocated outward to the same extent. 
In all cases several small pieces of bone are also 
found in the neighborhood of the joint. 

The treatment consists in applying extension, 
and after the muscle spasm has been overcome 
reduction may be done. Anesthesia is to be 
employed. Traction applied to the limit and slight 
flexion with lateral pressure to return the fragments 
to their places is the method of reduction. Occa- 
sionally, however, the outer condyle, supported by 
the fibula, cannot be returned to its normal place 
and must be replaced by the open method. It is 
important to retain the fibula, and care must be 
exercised in the reduction so as not to fracture it. 
The author believes that since he has seen four 
such fractures in the last six years, they are not 
at all uncommon and undoubtedly have been 
classified among other fractures. He hopes that 
he has stimulated interest so that the surgical 
entity may be separated from the others. 

L. A. JUHNKE. 


Derge, H. F.: The Pathology of Repair of Fracture 
of Bone, with Especial Reference to the Path- 
ology of Delayed and Non-Union. Wis. M. J., 
1915, Xiii, 468. 


Derge presents in a convincing way his views 
regarding methods of treatment in fractures and 
his reasons (including histopathology) for those 
views. 

He says that a simple fracture heals by the devel- 
opment of bone in the blood-clot between and 
around the broken ends of the bones. This clot, 
especially near the medulla of the bone, is first 
converted into granulation tissue, then connective 
tissue takes the place of the latter. Meanwhile 
the osteogenetic cells of the medulla along the 
blood-vessels in the haversian canals in the compact 
bone and in the subperiosteum form three layers of 
callus. By the third or fourth week bone formation 
has occurred. Osteoclasts clear up the débris and 
round off the edges, and with the completion of 
this osteoporosis the union of the bone is practically 
complete. 

Derge dismisses the controversy over the osteo- 
genetic functions of various tissues by saying that 
periosteum is osteogenetic or not according to 
whether or not it carries with it, when removed, 
some of the underlying osteoblasts. 

The importance of accurate approximation and 
perfect immobilization are emphasized. Circula- 
tion must not be impaired. Infection is always a 
serious detriment. 


In comminuted fractures the small pieces must 
be left in place and may all play a part in repair. 

Various influences are spoken of which may 
arrest the process of repair and cause non-union, 
such as interposed soft tissue, cystic blood-clot 
which will not organize, infection, etc. 

With regard to the bone splint Derge says: ‘The 
assertion that transplanted bone is simply osteo- 
conductive has not passed unchallenged’; and also, 
“Again, just what would happen if these transplants 
were. . . . devitalized by boiling is purely a matter 
of conjecture.” (Asa matter of fact, exactly this 
experiment has recently been performed and it 
was found that fresh bone with periosteum, and 
a piece of the same bone which had been boiled, 
when transplanted together, behaved in exactly 
the same way.) 

He emphasizes the necessity for exact external 
splinting, even when metal or bone plates are used. 
If plating and splinting are perfect the screws 
will hold and a recovery is obtained with a minimum 
of callus formation. The plate may be removed or 
not. H. WInNETT Orr. 


Page, C. M.: Aluminum Skeleton Splints in the 
Treatment of Compound Fractures. Brit. 
M.J., 1915, i, 839. 


The author tells of the ease with which splints of 
all standard sorts can be made from aluminum bars 
and shaped as wanted because of the malleability 
of aluminum. He uses simple skeletons of alumi- 
num with slings and loops holding the extremity 
in position. Extension is easily obtained by joint- 
ing the aluminum bars. F. C. Kipner. 


Smith, J. F.: Open Treatment for Fractures. 

_ Wis. M. J., 1915, xiii, 475. 

The use of the X-ray permits of a more accurate 
diagnosis, facilitates a more exact reduction, and 
enables the patient to judge more accurately the 
results of treatments. 

The work of Lane and of others who have followed 
him has given a strong stimulus to the open treat- 
ment of fractures. Unfortunately, a number of men 
whose technique is faulty have followed this method, 
and consequently the results have all been unsatis- 
factory. Where the technique is faultless, the 
results on the whole have been most satisfactory. 

The advantages of the open treatment are that 
it makes possible more accurate apposition, facili- 
tates the removal of interposed muscle, fascia strips, 
etc., the repair of injured nerves, or removing them 
from danger, and the securing and ligating of blood- 
vessels. 

A serious disadvantage is the danger of compound- 
ing a simple fracture, and the liability of sepsis, 
which may easily result unless the technique is as 
careful as, or more so than, that employed in - 
abdominal surgery. Callus formation is less after 
the use of interval splints, and non-union is a more 
frequent result. 

Numerous methods of internal fixation have been 
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suggested: plates, clamps, silver wire, etc. None is 
better than the plate and all have their place in 
special cases. The one that does the required work 
with the least amount of foreign material is the 
best. As a number of these splints must be re- 
moved later, it is best to use the one which is most 
easily removed. All internal splints should be 
covered by fat or muscle. The operation is simple 
when done a week or ten days after the fracture. 
Later the results may be less certain. 

In ununited fractures bone transplants give the 
best results. In recent compound fractures the 
fragments may be held by silver wire. The wires 
may be held by shallow grooves and should be 
placed to prevent overriding. This method does not 
introduce septic material into the medullary canal, 
and the wires can be easily removed. 

In infected fractures the sepsis should be cleaned 
up before coaptation is attempted. 

In fractures of the patella and olecranon open 
treatment is best. The most satisfactory method 
is a circular suture. Fractures near the joint offer 
the most favorable conditions for plating. In 
fractures of the neck of the humerus or femur, 
nails or screws give good results. 

In general, then, open methods of treating frac- 
tures are most suitable in cases in which good results 
cannot be secured by the ordinary methods. Each 
case must be judged upon its own merits. Above 
all, the essential to success is faultless technique. 
The X-ray should be constantly used in checking 
results. ARCHER O’REILLY. 


Bauer, A.: Treatment of Fractures of the Shaft 
and Neck of the Femur with Ambulatory 
Plaster Casts (Behandlung von Oberschenkel- 
und Schenkelhalsbriichen mit Geh-Gipsverbinden). 
Beitr. 2. klin. Chir., 1915, xcv, 544. 


Ambulatory plaster casts are to be preferred in 
many cases to extension treatment, as they do not 
keep the patient in bed for weeks. The essential 
feature of Bauer’s improved cast is a knee-band 
fitting over the condyles of the femur like a horse 
collar. It is provided with handles which extend 
out through the plaster, by means of which 
strong traction can be exercised directly on the lower 
fragment, on the same principle as it is in nail 
extension. As the pressure of the band is only on 
the condyles there can be no injury of the vessels 
and nerves in the popliteal space. Straps pass 
upward from the knee-band and come out above the 
hip. In addition to making it possible to exercise 
traction directly on the lower fragment, this ar- 
rangement allows of the application of the cast in 
semiflexion, which is the surest way in fractures of 
the femur to attain accurate coaptation of the 
fragments. After hardening of the cast the band, 
which has been oiled to facilitate easy removal, may 
be drawn out through an opening left for that 
purpose the space filled in with gauze by means of 
dressing forceps, and the opening closed with 
gauze. A. Goss. 
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Schultze, F.: Treatment of Ischeemic Contracture 
(Zur Behandlung der ischiimischen Kontraktur). 
Verhandl. d. deutsch. orthop. Gesellsch., 1915, xxxv, 52. 


The proper treatment for ischemic contracture 
is early operation. Shortening of the bones of the 
forearm, an operation that has been much in favor, 
is illogical; the abnormality is in the muscle, which 


’ should, therefore, be operated upon. The operation 


of choice is transverse section of the flexor muscles. 
The fingers should be overextended and the ends of 
the severed muscles united with a tube of fascia 
lata. The dead space which is always produced 
should be filled in by the implantation of fat. Two 
cases of successful operation by this method are 
described. A. Goss. 


Schanz, A.: Mobilization of Ankylosed Joints 
(Beitrige zur Mobilisation ankylotischer Gelenke). 
Verhandl. d. deutsch. orthop. Gesellsch., 1915, Xxxv, 25. 


Schanz describes his operation for mobilizing 
ankylosed joints, the essential feature of which is 
the interposition of a pediculated flap of subcu- 
taneous fatty tissue between the new-formed joint 
surfaces. Details of the operation are described for 
the elbow, knee, and hip joints, and successful cases 
are demonstrated. The joint is kept in plaster for 
periods varying from three or four weeks for the 
elbow to eight weeks for the hip. No mechanical 
after-treatment is necessary —in fact it is even 
harmful. A. Goss. 


Breton, P. le: A Simple Method for Forcible 
Traction on the Leg While Applying Plaster 
Casts. Am. J. Orth. Surg., 1915, xii, 722. 


The apparatus is designed to supply the necessary 
traction and keep the foot in proper position while 
the cast is being applied, when assistants are scarce. 
The ordinary sacral rest with padded perineal 
extension for counterpressure may be attached 
to any table or Bradford frame; then two ordinary 
lawn tennis reels are attached to the foot of the 
frame to receive the tractor straps. 

The foot is gripped with two pieces of webbing 
sewed in T-shape, two extra pieces 3 inches long 
with a buckle attached being sewed on 3 inches 
from the base of the T. The base of the T is placed 
over the tendo achillis and the ends pass in front of 
the ankle and buckle on opposite sides. The base 
is the tractor strap, which is attached to the reels. 
The ankle being well padded, no difficulty is experi- 
enced in removing the tractor after the cast is put 
on. The apparatus gives a steady traction with 
the legs in the proper position. H. W. Matrsy. 


Finochietto, R.: Usefulness of Ventral Decubitus 
in Some Leg Amputations. Ann. Surg., Phila., 
1915, Ixi, 616. 

Finochietto claims that in amputations of the 
upper two-thirds of the leg the patient should be 
placed in ventral decubitus. 


Examinations and 
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dressings can also be done to advantage in this 
position. All classes of anesthetics can be ad- 
ministered and are well borne in this position. In- 
spection and any desired type of amputation can 
be carried out with the greatest ease by changing 
the angle of flexion of the knee. 

Frank D. DIcKsON 


Albee, F. H.: Bone Transplantation (Meine Ver- 
wendung der Knochentransplantation). Verhandl. 
d. deutsch. orthop. Gesellsch., 1915, Xxxv, 112. 


Albee reports 253 cases in which he has used bone 
transplantation during the past three years, includ- 
ing 178 cases of Pott’s disease, 16 of congenital 
club-foot, 17 of unhealed fractures of the long bones, 
14 of paralytic deformities of the foot, and a few 
operations for other conditions, such as replacing the 
neck and head of the femur in an old case of osteo- 
myelitis, correcting paralytic deformities of the 
hands, correcting a poorly developed jaw, mobilizing 
a tuberculous knee-joint, covering the defect in the 
spina bifida, in paralytic and congenital luxation of 
the hip, in paralytic scoliosis, in saddle nose, in 
tubercular sacro-iliac joint, in congenital absence of 
the tibia, to fill in the gap in the bone after removal 
of osteosarcoma, and to mobilize ankylosed hip and 
wrist-joints by transplantation of cartilage. 

In the operation for tubercular spondylitis he 
splits the spinous processes of the vertebre involved, 
so as to form a groove in which to insert the trans- 
planted bone. The details of the operation are 
described. The patient is kept in bed for six to 
eight weeks. The operation relieves pain and other 
symptoms and prevents the deformity from growing 
worse, but it corrects the existing deformity only 
in early cases in which the kyphosis is still movable. 

In unhealed fractures operations involving the 
use of Lane’s plates or other foreign material involve 
the danger of infection, and the foreign body re- 
tards bone repair. Living bone on the other hand 
hastens formation of new bone. Albee uses an inlay 
graft, that is, a groove is sawed in the fragments, a 
fragment is sawed from the tibia of exactly the right 
size to fit into this groove, and inserted into it. In 
this way periosteum is applied to periosteum, endos- 
teum to endosteum, and marrow to marrow, so 
that normal relations are restored. 

In club-foot the Achilles tendon is cut, and an 
incision made in the scaphoid, so that it is divided 
into an anterior and a posterior half. The position 
of the foot is overcorrected, and a wedge of bone 
from the tibia fitted into the opening in the scaphoid. 
The wedge is sutured in place with kangaroo tendon, 
the foot placed in plaster in an overcorrected 
position with the knee flexed for four weeks, and 
_— for four more weeks in a plaster cast to the 

nee. 

In more than 100 cases Albee has had too per cent 
good results. The periosteum, endosteum, and 
marrow must always be transplanted, as they are 
the active agents in producing new bone. In many 
cases a more rapid and complete union between the 


transplant and the original bone can be secured by 
applying many small bone splinters at the site of 
fracture. These unite with each other and the 
transplant and aid in the development of bone. 
The bone transplant is quite resistant to infection; 
in two animal experiments in which infection 
occurred a part of the transplant became necrotic 
and was discharged, but a part of it took. The 
transplant takes within four weeks if the connection 
with the original bone is good. The inlay transplant 
and the wedge transplant are valuable aids in the 
correction of bone deformities. A. Goss. 


Stoffel, A.: My Method of Tendon Transplanta- 
tion (Uber meine Methode der Sehneniiber- 
pflanzung). Verhandl. d. deutsch. orthop. Gesellsch., 
IQI5, XXXV, 227. 

Stoffel points out the necessity of accurate knowl- 
edge of the anatomy and physiology of muscles and 
tendons if tendon transplantation is to be successful. 
No two muscles are alike in length or thickness of 
muscle-fiber, nor in their content of elastic fibers. 
Every muscle with its tendon forms a unit that can- 
not be completely replaced by any other. The 
problem is to select the tendon of the muscle that 
most nearly corresponds to the injured one, and this 
can be done only if the operator possesses a thorough 
knowledge of the morphology of all the muscles 
under consideration. 

Physiologists speak of the “tonus”’ of the muscle, 
as if the muscle were normally always under a 
certain degree of tension. As a matter of fact under 
anesthesia the contractile fibers of the muscles are 
absolutely flaccid; there is no tension. The tendon 
to be transplanted must be chosen so that its 
muscle in its new position can maintain exactly its 
normal physiological length, and is not placed under 
tension. If this is done the transplanted muscle 
functions normally as soon as the plaster is removed, 
without any after-treatment. The tendon can be 
transplanted with the limb in any position if only 
the necessary length of the transplanted muscle 
for that position is determined beforehand. 

The transplanted tendon should be fixed at the 
natural insertion of the paralyzed muscle. Every 
muscle with its tendon forms a unit and should be 
transplanted intact to get the best functional 
results. If the muscle is transplanted in such a way 
that the tendon of one muscle is attached to the 
body of another muscle two structures are united 
that differ anatomically and physiologically, so that 
the best results cannot be obtained. Shortening the 
diseased muscle is an entirely illogical procedure 
and should never be done. Another erroneous 
method is to attempt to make joint ligaments from 
tendons. The tendon is a cylindrical structure, the 
joint ligament a broad, flat one; moreover the tendon 
is much poorer in elastic fibers than the ligament, 
and therefore cannot perform its functions. 

An essential feature of Stoffel’s operation is the 
electrical examination of the muscle during the 
operation. A. Goss. 


‘ 
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ORTHOPEDICS IN GENERAL 


Davis, G. G.: Study of Orthopedic Surgery. Therap. 
Gaz., 1915, XXXix, 305. 

The word “orthopedic” is derived from two 
Greek roots, ‘‘orthos,” meaning ‘‘straight,” and 
“pais,” meaning “child,” not from the Latin root 
“‘bes,”’ meaning “foot.” The specialty of ortho- 
pedic surgery deals with deformities in all parts of 
the body. It is a branch of general surgery, but 
differs from it in that it is more conservative, 
seeking to restore disabled parts to usefulness rather 
than amputating or excising them. It differs 
further in that operation is in most cases only an 
incident in the cure. A surgeon has no moral right 
to operate on an orthopedic case and then turn it 
adrift as cured. The work requires the cultivation 
of an “orthopedic mind” and an infinite amount 
of patience in order that the case shall be followed 
up and treatment continued until a cure is effected. 
The specialty is wide and is regarded as a final resort 
where cripples of all varieties, whether congenital or 
resulting from accident or disease, can be restored 
to usefulness. 

The line of demarcatioh between the specialty 
and general surgery is not well defined; orthopedic 
cases are quite frequently met with under the care 
of the general surgeon, but, as the rule does not work 
both ways, general surgical cases are rarely seen in 
the orthopedic wards. In some hospitals all frac- 
tures are treated by the orthopedic service. On the 
whole, most bone and joint cases are treated by the 
orthopedists. These include a vast variety of lesions 
most of which are chronic. Tuberculosis of the 
joints constitutes a large part of the practice of 
orthopedic surgery. The treatment of this disease 
requires infinite patience and watchfulness. The 
paralyses form another great class of cases which 
the orthopedist is called upon to treat. 

Poliomyelitis, the most common and best known 
of these, is responsible for most of the cripples seen 
on the streets. The treatment of these deformities 
requires a vast resource of mechanical skill and 
careful attention over a long period. Prevention is 
important in the early stages of this disease. It is 
rare that a limb is totally paralyzed, and asa result of 
loss of balance of muscular power the limb is pulled 
into deformity. This can be prevented by applying 
mechanical devices to keep the limb in normal 
position. The physician should urge parents to do 
all in their power to bring about improvement. He 
should not rob a distressed mother of hope by play- 
ing the part of a ‘prophet with lugubrious predic- 
tions,” as one can never be certain, even after the 
allotted year and a half or two years, that any muscle 
is absolutely ‘“‘dead.” 

Cerebrospastic paralysis or Little’s disease is 
even a more dreadful affliction than poliomyelitis 
because of the added condition of mental defect. 
It becomes the unpleasant task of the surgeon in 
these ‘cases to explain to the mother why her child 
does not walk and talk as other children. One 
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should not rashly predict the fate of such a child 
but should give a very guarded opinion. 

Another large class of cases may be spoken of as 
static. As the weight of the entire body is born 
on the feet, it is evident that static troubles occur 
most frequently in the feet. The parts which serve 
to maintain equilibrium and bear weight are bones 
and ligaments rather than muscles, and it is these 
which yield under strain. Less frequently disturb- 
ance of balance occurs in parts higher up and is mani- 
fested by scoliosis, round shoulders, and abdominal 
ptosis. The treatment of these conditions requires 
an analytical mind. 

In this paper, which was delivered as an address to 
medical students, the author does not seek to teach 
facts, neither does he make a plea for the specialty 
which as he says ‘“‘needs no excuses” or “seeks no 
favors”; rather he seeks to give an idea of what 
orthopedic surgery is and why it demands special 
study. W. A. Crark. 


Marshall, H. W.: Importance of Vascular Condi- 
tion in Orthopedic Cases. Am. J. Orth. Surg., 
1915, Xii, 725. 

The author believes that the vascular condition 
in the presence of the gross lesion of the orthopedic 
case is often overlooked and he suggests that more 
attention be given to the vascular condition. 

He believes the blood to be the common soil in 
which all tissues grow, and accordingly upon the 
condition of the blood depends the condition of the 
tissue as to how it shall develop or become altered 
and changed. 

It is natural to overlook the vascular conditions 
because they act slowly and internal medicinal 
measures are so complicated in their results in com- 
parison to mechanical or surgical measures. Cer- 
tain medical measures should be used to rectify 
conditions, because they are simple and harmless 
and in no way will they alter extended examination 
of blood, urine, faeces, lungs, etc. 

The use of iron, cathartics, seducing diets, and 
increased elimination from circulation are all be- 
lieved to be of value in pathological changes of 
tissue. 

Several types of cases as strains, bony changes, 
bursitis, relaxed muscles, and joint changes are all 
discussed in some detail and proper medical treat- 
ment suggested. 

He believes the field of general medication has 
been neglected and overlooked and that orthopedic 
and medicinal measures should go hand in hand, 
and as a routine tonic eliminative treatment be 
prescribed at the very outset. 

C. C. CHATTERTON. 


Parkes, W. R.: Madelung’s Deformity of the Wrist. 
Illinois M. J., 1915, xxvii, 286. 


In looking into the literature on Madelung’s 
deformity Parkes found that 67 cases had been re- 
ported up to 1909 and 17 cases during the last 
He gives Madelung’s summarization 


five years. 
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of the condition as a form of disturbance of growth 
in the wrist-joint, analogous to pes valgum, genu 
valgum, and scoliosis. The deformity develops 
spontaneously, with pain and limitation of mobility 
of the wrist. Flexion may be increased, but exten- 
sion is usually greatly restricted. Restriction of 
adduction and abduction is less marked. The patients 
generally belong to the working class, but the de- 
formity can scarcely be called an occupational disease. 
It usually reaches its height in one to two years. 
The main factors in the formation of the deformity 
are, first, the action of the flexor muscles, which 
are more powerful than the extensors and which 
tend to stretch the extensor tendons and ligaments 
of the wrist, thus exerting a forward bowing of the 
radius; second, pressure of the carpus on the ante- 
rior edge of the lower extremity of the radius which 
causes atrophy, while release of pressure from the 
posterior edge permits hypertrophy of that part. 

The pathology, etiology, symptoms, prognosis, 
and treatment are briefly discussed, and the case is 
reported of a girl, aged 15 years, whose wrist and 
forearm ached after using them; then some de- 
formity at the wrist was noticed. This with the 
tenderness of the joint and pain on motion, increased. 
Six months from the beginning of symptoms there 
was limitation of motion, which gradually increased 
until extension of the hand on the wrist was quite 
impossible. Flexion was more marked than nor- 
mal. The lower end of the ulna was seen to project 
posteriorly abnormally and there was some adduc- 
tion of the hand. X-ray showed an abnormal curva- 
ture of the lower end of the first row of carpal bones. 
A cuneiform section of bone was removed from the 
radius at the point of greatest angularity, permit- 
ting the curvature to be straightened. As there 
was a tendency at the time of the osteotomy for 
the fragments to spring back into the line of the old 
curve, a small vanadium steel plate was applied. 
This served to hold the fragments in a straight line 
and union took place without any signs of disturb- 
ance other than tenderness over the plate. On this 


account, the plate was removed six months later, 
having served its purpose of — the fragments in 
line. Cuar.es M. Jacoss. 


Matti, H.: Tendon Plastic Operation for Paralytic 
Club-Foot (Zur Behandlung des _ paralytischen 
Klumpfusses; neue. Methoden der Sehnenplastik). 
Deutsche Ztschr. f. Chir., 1915, CXXxili, 99. 


In the majority of cases of paralytic club-foot 
following poliomyelitis or other unknown causes 
there is paralysis of one or both peroneal muscles 
with various degrees of paralysis of the extensor 
digitorum communis longus; that is, only the 
extensor and pronator groups of muscles are 
involved. In previous methods of operation the 
tendons of the flexors and supinators have been 
used to replace these injured muscles. Matti 
thinks this is an incorrect procedure. He describes 
three forms of operation which he uses in such cases 
and gives illustrations, together with a discussion of 
the various types of cases in which each is suitable. 

In the first he splits off a piece of the tendon of 
the peroneus longus and uses it to provide a second 
attachment for the tibialis anticus at the head 
of the fifth metatarsal bone. This does not inter- 
fere at all with the normal dorsal extension or supi- 
nation of the tibialis anticus, but it compensates 
perfectly for the pronation defect. 

His second method is to shorten the peroneus 
tendon or produce a substitute for the peroneus 
function by transplanting a lateral flap from the 
tibialis anticus onto the tendon of the peroneus 
longus in the leg. 

The third method is to divide the tendon of the 
peroneus longus high up, draw it through a button- 
hole back of the head of the fifth metatarsal, and 
implant it onto the tendon of the tibialis anticus 
above the ligamentum cruciatum, after tunneling 
under the fascia of the dorsum of the foot. This 
third method is also sometimes indicated in gunshot 
injuries that involve the motor nerves for the pero- 
neal muscles. A. Goss. 


SURGERY OF THE SPINAL COLUMN AND CORD 


rout, H. ~¥ Bifida; Tibial Transplant, 
Father = Chi id. Surg., Gynec. & Obst., 1915, Xx, 
§23- 

Trout reports a case in which he obtained a 
tibial graft from the father and employed it to 
close a defect in the lumbosacral region. This 
graft was about 4 x 6 cm. and 2 mm. in thickness, 
and being obtained in this shape by means of a cir- 
cular saw there was no entrance into the medullary 
cavity of the tibia. In fact, X-ray taken two 
months after the removal of the graft failed to show 
the place from which the graft had been removed. 

He does not approve of opening the sac at all 
further than to aspirate the fluid slowly and then 
close up the hole made by the aspirator by means 


of ligature. In this manner danger of infection 
is averted and the shock incident to dissection of 
nerve roots is eliminated. ‘The collapsed sac is 
shoved into the opening in the spinal column, a 
graft placed over it and sutures applied between 
the periosteum of the graft and the spinous and 
transverse processes of the child. X-rays show 
considerable growth of the graft after four months. 
The result is perfect and the child is enjoying excel- 
lent health. 

The advantages of the method are the quickness 
and ease with which operation can be done, the 
elimination of the shock, the great lessening of 
the chances of infection, and the closure of a defect 
in a bony column with bone. 
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Cramer, K.: Operation in Spina Bifida Occulta 
(Uber Operationsbefunde bei Spina bifida occulta). 
Verhandl. d. deutsch. orthop. Gesellsch., 1915, XXXV, 21. 

Cramer calls attention to the frequency of various 
deformities of the feet in cases of spina bifida oc- 
culta. He describes 9 cases upon which he op- 
erated. Two of the cases are still under observa- 
tion, and there was almost complete restoration to 
normal of the feet in 5 of the other 7 cases. Of course 
the recovery was a slow process, requiring weeks 
or even months. He advocates a closer study of 

the pathological anatomy of such cases with a 

view to selecting those suitable for operation. 

In his cases there were small lipomata in the dural 

sac, but with the exception of one case these did not 

contain nerve-fibers. A. Goss. 


Schede, F.: Experimental Studies in the Correc- 
tion of Scoliosis (Experimentelle Studien zum 
Redressement der Skoliose). Verhandl. d. deutsch. 
orthop. Gesellsch., 1915, XXXV, 319. 


Schede has been using Abbott’s method of treat- 
ing scoliosis at the Miinchen orthopedic polyclinic 
since the spring of 1912. He has performed experi- 
ments with spinal columns taken from corpses of 
patients who had scoliosis, and also treated a series 
of cases comparatively, some by correction in 
Abbott’s position with plaster applied according to 
Abbott’s directions, others by correction in a position 
of lordosis with plaster applied in the same way, 
others by correction in an upright median position, 
and still others by simple extension applied to the 
head and pelvis without any lateral pressure. 

Abbott asserted that his method simply reverses 
the process by which the scoliosis arises, and that 
therefore even rigid scolioses can be overcorrected. 
Schede thinks this theoretical principle is wrong and’ 
he has never been able to even completely correct 
a rigid scoliosis by any method of treatment. 
Abbott is also wrong in his assertion that his kyphot- 
ic position loosens up the rigid spinal column; on the 
contrary it increases the rigidity because the longi- 
tudinal tension is increased in this position. Schede 


experimented with the spinal columns of cadavers ’ 


to find out in which position the lateral mobility of 
the spinal column was greatest, and found that it 
was greatest for all segments in the physiological 
position for that segment, that is, for the thoracic 
column in its physiological position of kyphosis, in 
the lumbar column in lordosis, which is its normal 
position. Any change or increase in the normal 
curve decreases the lateral mobility. 

He found that in 71 per cent of the cases simple 
extension without any lateral pressure was better 
than any other method. The results obtained by 
methods where lateral pressure is exerted are not 
due to the pressure on the ribs, but to the force 
exerted indirectly on the spinal column, which is 
exercised directly in extension. For cases of mov- 
able scoliosis the median position is the best; for rigid 
scoliosis lordosis is preferable. Abbott’s position of 
kyphosis is not superior in any class of cases. 
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Réntgen pictures are given of cases before 
and after treatment by the various methods. 
A. Goss. 


Miller, G.: My Experience with Abbott’s Scoliosis 
Treatment(Meine Erfahrungen mit der Abbottschen 
Skoliosenbehandlung). Verhandl. d. deutsch. orthop. 
Gesellsch., 1915, xxxv, 346. 


Miiller studied Abbott’s method at the Hospital 
for Crippled Children in New York, and describes 
the technique that he uses in its application. He 
believes that the effect on the spinal deformity is 
apparent, rather than real. From the patient’s 
appearance it might be assumed that there had been 
a great correction, but a réntgenogram shows that 
there has been little or no change in the curve. 
There is, however, a marked improvement in the 
thoracic deformity, and it is this that causes the 
great improvement in appearance. This improve- 
ment in the form of the thorax, in addition to its 
cosmetic value and the psychic effect on the patient 
and his family, improves the heart action and respi- 
ration. The patients have a better color, due to the 
increased activity of the heart and lungs. While 
Abbott’s method does not really cure scoliosis, Miil- 
ler regards it as the best method in use at present. 
Abbott has pointed out the right direction; it must 
be followed up by further work. A. Goss 


Maas, H.: Operative Treatment of Severe Scoliosis 
(Operative Behandlung schwerer Skoliosen). Ver- 
handl, d. deutsch. orthop. Gesellsch., 1915, xxxv, 367. 


The failure of all the methods of treatment of 
scoliosis by corrective plaster casts is due to the 
fact that the rigid spinal column and deformed 
thorax offer too much resistance to correction. 
Diagrams are given showing the deviation and 
rotation of the thorax and the effect of this dis- 
placement on the growth of the ribs. To overcome 
this deformity and render the thoracic wall capable 
of replacement in a normal position Maas suggests 
resection of a segment of the ribs on the concave 
side. He describes two cases in which he per- 
formed this operation on children, resecting 4 to 
6 cm. of the posterior part of the ribs subperiosteally. 
The effect on the mobility of the thorax was strik- 
ing. He did not apply the plaster corset immedi- 
ately after the operation, and when he did apply 
it 8 or 10 days later he found that the gain had 
been partially lost; therefore he recommends that 
the plaster jacket be applied at the close of the 
operation while the child is still under anesthesia. 
This operation is best adapted for severe cases of 
dorsal scoliosis in young children. A. Goss. 


Erlacher, P.: Albee’s Operation for Spondylitis 
(Beitrige zur operativen Versteifung der Wirbel- 
siule nach Albee). Verhandl. d. deutsch. orthop. 
Gesellsch., 1915, Xxxv, 138. 


Erlacher describes four cases in’ which he used 
Albee’s method of bone transplantation in tubercular 
spondylitis. The spinous processes of the vetrebre 


284 INTERNATIONAL ABSTRACT OF SURGERY 


involved are split and a piece of bone inserted, with 
the object of producing rigidity of the spinal column 
and dispensing with the necessity of wearing a cor- 
set. In three of the cases the results were good. 
Pain was relieved, the patients could walk comfort- 
ably without a corset, and the gibbosity decreased 
somewhat. In these cases a part of the tibia was 
used for the splint. In the fourth case, which was 
a failure, the splint was made from a part of the 
scapula. The transplant was absorbed after a few 
weeks; hence Erlacher advises against the use of 
the scapula for this purpose. Albee’s operation is 
indicated for the purpose of relieving symptoms, 
freeing the patient from the wearing of a corset, and 
preventing any increase of the deformity. It does 
not of course cure the tuberculous process; for this 
purpose heliotherapy is recommended. A. Goss. 


Goldthwait, J. E.: A Case of Pott’s Paraplegia with 
Complete Paralysis Lasting for Five Years; 
Recovery After Treatment. Am. J. Orth. Surg., 
1915, Xii, 671. 


The author reports a case of complete recovery 
from paraplegia of five years’ duration. 

The patient had had Pott’s disease of the lower 
dorsal spine for twenty years. Had suffered twice 
before with paraplegia, and once a laminectomy was 
done. Upon three occasions she had been unable to 
move her limbs for five years. 

The treatment was good hygiene, plaster bed in 
hyperextension, massage, and a light brace when 
she was able to get up. No operation was per- 
formed. 

The author calls attention to the fact that a 
complete paralysis may exist and that the spinal 
cord may still remain viable after a considerable 
length of time. C. C. CHATTERTON. 


Biesalski, K.: Experience with Férster’s Operation 
in Little’s Disease (Meine Erfahrungen mit der 
Férsterschen Operation bei der Littleschen Krank- 
heit). Ztschr. f. orthop. Chir., 1915, Xxxv, 57. 


Biesalski has operated upon 9 cases, 3 of them 
four years ago, 4 two and one-half years, 1 one year, 
and 1 six months. The age of the children varied 
from five and one-half to twelve and one-half years, 
and in all of them the Wassermann was negative. 
The technique was the one usually used for the 
operation. In 2 cases he cut the second and 
fourth lumbar roots and the first sacral, in 5 the 
second, third, and fifth lumbar and the first sacral, 
in 2 the second, third, and fifth lumbar and the 
first and second sacral. He thinks it is not of so 
great importance to select the roots with great 
care as to resect as many as possible, so as to exclude 
peripheral stimulation as far as possible. With 
the exception of the first case, where he followed 
Férster’s advice, he has operated in one stage, and 
he thinks this is absolutely indicated in children; 
for in them the opening of the spinal canal is com- 
paratively easy. When the dura is reached the 
hardest part of the operation is accomplished. The 


opening of the dura, resection of the roots, and 
closure of the wound do not take more than 12 or 
15 minutes. He lost the case which he operated 
on in two stages. After the first operation there 
was an iodine eczema followed by superficial gran- 
ulation, and he was obliged to perform the second 
operation while some of the granulations persisted; 
although these were curetted away as carefully 
as possible, infection took place through some small 
invisible remnant of granulations, and the child 
died of suppurative meningitis. 

Histories of the 9 cases are given: 1 died; in 2 
severe cases of tetraplegia with athetosis there were 
no results; in 1 case of tetraplegia without athetosis 
the legs improved greatly, while the right arm, 
which had been treated by other operations was 
worse than the left which had not been treated. 
One case of paraplegia with imbecility improved 
considerably though the after-treatment was given 
at home and quite imperfectly; the improvement, 
he thinks was greater than would have been possible 
with any other method. The results in 4 cases of 
paraplegia, 2 with and 2 without tenotomy, were 
satisfactory. He thinks with his present experience 
that the operation was not indicated in the 3 tetra- 
plegia cases. In 5 cases, 3 without tenotomy, — 
there was marked improvement, where no results 
could have been hoped for by other methods. 

The operation is not indicated in cases of tetra- 
plegia, athetosis, or epilepsy; but in pure paraplegias 
without chorea, athetosis, or ataxia, in which the 
spastic phenomena predominate over those of 
paralysis, the operation is of great value. It is in 
danger of being underestimated now, on account of 
the reaction from the exaggerated enthusiasm 
aroused by its first introduction; a thing that is 
apt to happen with all new methods. A. Goss. 


Mauclaire, P.: Late Results of Four Cases of 
Operation for Injuries of the Brachial Plexus 
(Résultats éloignés de quatre cas d’intervention 
pour plaies du plexus brachial). Bull. et mém. Soc. 
de chir. de Par., 1915, xli, 1210. 


Mauclaire describes four cases of injury of the 
brachial plexus. The first patient was struck in 
the supraclavicular region by a shell. The paraly- 
sis showed that there was injury of the common 
radiocircumflex trunk. He performed anastomosis 
between this and a neighboring trunk of the plexus 
which resulted in progressive improvement in the 
paralysis. In the second case a bullet had fractured 
the clavicle and injured the plexus. There was 
complete paralysis of the arm and intense and per- 
sistent pain. Three months later he resected a 
callus that was compressing the plexus, with great 
improvement in the condition. In the third case 
he performed anastomosis of the radiocircumflex 
branch with a neighboring large nerve-trunk, with 
slight improvement in the condition. In the 
fourth case he has not been able to find any lesion 
of the nerve-trunks, and the paralysis persists. 

RicarD, RicHE, and WALTHER cited cases similar 
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to those of Mauclaire in which there had been 
spontaneous improvement; they therefore do not 
advocate early operation in such cases. 

Mauclaire pointed out, however, that in his first 
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Svindt, I.: Treatment of Sciatica by Continuous 
Extension (Behandlung af Ischias med kontin- 
uerlig Extension). Ugesk. f. Laeger, Kjpbenh., ig15, 
Ixxvii, 597. 

Svindt treats sciatica by means of continuous 
extension, such as is applied in fracture of the 
neck of the femur, and so far he is very well satis- 
fied with this method of treatment which he has 
used in 26 of the 41 cases of sciatica that he has 
had occasion to treat in the past five years. The 
patients were freed from pain and most of them 
were permanently cured. Their ages were from 
22 to 74 years. These results are probably due to 
the complete rest of the muscles. The extension 
applied is probably not enough to really stretch 
the nerve; 4 kilograms are applied at first and 
gradually increased to 7 or 8 kilograms. The pain 
generally disappears entirely when a weight of 7 
kilograms is reached. 

A sedative may be given the first few days if 
required; after that salicylates are given for a 
few days. In one case the sciatica recurred in 
about six weeks, but extension treatment was 
given again at home and the patient has had no 
further recurrence. There was recurrence in one 
other case several times, but the attacks have 
always been so mild as not to interfere with the 
patient’s work. A. Goss. 


Hohmann, G.: Stoffel’s Operation in Spastic 
Paralysis (Weitere Erfahrungen mit der Stoffel- 
schen Operation bei spastischen Lihmungen). 
— d. deutsch. orthop. Gesellsch., 1915, xxxv, 

4. 

Hohmann has used Stoffel’s operation in cases of 
Little’s disease in children and adults and has always 
had marked success. Almost all of the cases were 
recurrences after tenotomy. He has operated on 
the obturator for adduction of the hip, on the tibial 
for talipes equinus, and on the femoral for con- 
tracture of the rectus and sartorius. 

He has also had good results in infantile cerebral 
hemiplegia; function was restored by operations on 
the tibial and median. As the operations were 
performed over two years ago he believes the results 
are permanent. 

He has not had such good results in operating for 
contractures of the hands and feet resulting from 
apoplexy in adults. In the case of an apoplectic 
patient 43 years old there was recurrence of the con- 
tractures after two or three months, and there were 
also troublesome neuralgic pains in the extremities 
for a long time after the operation. The unsatis- 
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case he had waited five months, and in the second 
three, and he considered that long enough. He still 
holds that anastomoses between the branches of the 
plexus may give valuable results. A. Goss. 


NERVOUS SYSTEM 


factory results in apoplexy may be partly due to the 
fact that there is flaccid paralysis of the antagonists 
of the spastic muscles; sometimes the result is 
spoiled by a repetition of cerebral hemorrhages, 
and, moreover, these patients often do not assist 
in the after-treatment, which is indispensable to 
success in this operation. Therefore he recom- 
mends the operation for Little’s disease and in- 
fantile cerebral hemiplegia, but not for apoplexy. 
A. Goss. 


Steinthal: The Closure of Larger Nerve Gaps by 
Means of Tubules (Die Deckung_grisserer 
Nervendefekte durch Tubularnaht). Beitr. s. klin. 
Chir., 1915, xcvi, 295. 

Steinthal reviews the literature of the experi- 
mental and clinical use of tubules of various sorts 
(decalcified bone, hardened veins or arteries, rubber 
and magnesium tubes) and loop sutures to facilitate 
the regeneration of nerves over distances of several 
centimeters, and recites in detail one case of his 
own. 

In this case the gap in the ulnar nerve was too 

large to allow of direct approximation of the ends. 

The stumps were therefore drawn into a rubber 

drain and prevented from slipping out by means 

of stitches. The distance between the stumps was 
about one centimeter. Two months later the wound 
was reopened to remove the drain. It was found 
that there had been no regeneration of the nerve at 
all and the ends were still one centimeter apart. 

Since direct approximation was not possible, the 

peripheral end was loosened, lifted out of the ulnar 

groove, and displaced forward far enough to allow 
direct contact and suturing with the central stump 
by forced flexion of the elbow. 

The author concludes that bridging by tubules or 
loop stitches is unsatisfactory and that implantation 
or direct suture by forced joint positions are more 
desirable methods. M. M. Mattueis. 


Hofmeister, von: Concerning Double and Mul- 
tiple Nerve Implantation (Uber doppelte und 
mehrfache Nervenpfropfung bei Schussverletzungen 
der Nerven). Beitr. z. klin. Chir., 1915, xcvi, 329. 


After a general discussion of the number of cases 
of wounding of peripheral nerves seen in the present 
war, the similarity of shot direction, and the com- 
plications with vessel injuries and scar formations, 
Hofmeister introduces his description of nerve im- 
planting by strongly recommending the injecting 
of all nerve-sheaths, whether to be operated or 
merely exposed during the operation, with novo- 
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caine-suprarenin solution (14 per cent novocaine 
solution plus 1 drop suprarenin solution to each 
1o ccm.). He claims diagnostic, prophylactic, and 
curative virtues for this procedure. 

It is obvious, he says, that the most desirable 
material for bridging the defect in nerves would be 
one which is to the greatest possible extent independ- 
ent of the size of the defect and the nature of the 
soft parts of the wounded area, and which would 
permit uninterrupted healing and easy penetration 
of the new fibers. His method — for which he claims 
originality —is a step in this direction, inasmuch 
as he utilizes as a bridge for whole nerves other 
nerve-trunks, and for separate broken fibers their 
own or another trunk. It is true that nerve implan- 
tation has been done before, but in those cases only 
the peripheral stump was implanted in a parallel 


trunk and the central stump was ignored. In this: 


way the peripheral area involved was supplied from a 
foreign center and not from its own. The double 
implantation, on the contrary, utilizes the parallel 
nerve merely as a splint and guide for the regenera- 
tion of the fibers of the severed nerve. 

In addition to the difficulty which frequently 
attends the use of a foreign center to activate a 
peripheral nerve, it occasionally happens that the 
method of single implantation of the peripheral 
stump injures the recipient nerve, since some of its 
fibers must be cut more or less transversely and 
completely severed to make a suitable bed for the 
stump, while for the double implantation only 
longitudinal separation of the fibers of the bridge 
nerve is required. In fact, it is not even necessary 
to have an absolutely healthy nerve as bridging 
material. A nerve that has suffered somewhat from 
pressure may be utilized or even a severed nerve 
whose stumps have been implanted in another 
nerve, thus making possible the correction of several 
defective nerves in one wound area — so-called 
multiple implantation. In like manner, in nerves 
which are not completely severed, the broken 
bundles may be implanted in the parent trunk, or 
if it is not wide or strong enough, they may be im- 
planted in a neighboring trunk. 

The technique used is as follows: 

1. All scar tissue must be carefully dissected 
out and all defective portions of the injured nerves 
cut off. Great care must be exercised not to lose 
any of the peripheral portions of the branches passing 
off from the trunk to various muscles. These must 
be carefully preserved for later implantation. 

2. It is of the utmost importance that all of the 
nerve which has been altered by scar formation be 
removed. Palpate the stump backward from the 
point of injury, making frequent small transverse 
— until healthy nerve structure is encoun- 
tered. : 

3. After the necessary resections have been made, 
the places for implantation must be selected. No 
rules can be laid down for this. The operator must 
have the anatomy of the part sufficiently in mind to 
select a parallel trunk of similar function and on it 


suitable points for the implanting of the stumps 
without producing tension. The severed ends may, 
of course, be freely dissected out and carried around 
or even through intervening structures. Points 
should be selected as far as possible from the wound | 
to avoid inclusion in the scar. 

4. A longitudinal incision is made in the bridge 
nerve, the length varying according to the thickness 
of the nerve to be implanted, and the fibers separated 
bluntly as much as may be necessary. The stump is 
then embedded in the incision by means of fine 
catgut sutures lying tangent to its sheath and the 
edges of the incision. The embedding process is 
assisted by means of forceps. Additional stitches 
may be made through the sheaths to hold the stump 
in place. The stumps should be so implanted that 
their cut ends point in the direction in which re- 
generation is expected to take place, as peripheral 
stumps pointing centrally and central stumps pe- 
ripherally. The sheath of the nerve is then stitched 
in such a manner that it does not crowd the im- 
planted stump. The implantation is not difficult 
unless the stump is thicker than the bridge. In such 
a case there is also a certain risk of injury to the 
recipient nerve. ‘Two or three hours may be re- 
quired for such an operation. 

5. Great care must be exercised not to injure the 
bridge nerve in any way. It must be handled and 
exposed only to such an extent as is absolutely 
necessary. 

6. There should be at hand at every nerve 
operation a small aseptic electrode. It is very useful 
for examining the injured nerve during operation. 
It is also used to establish the identity of the bridge 
nerve without unnecessary dissection. The author 
uses a bipolar electrode with a very short distance 


between the platinum points which uses the very 


weakest faradic current. The current is controlled 
by a healthy nerve or muscle in the field of opera- 
tion. . 

7. After completion of the sutures, all the nerve- 
trunks concerned are injected with the novocaine-_- 
suprarenin solution: 

8. The wound over the site of implantation is to 
be completely closed. The area of the excised scar 
tissue may be drained or packed as may be neces- 
sary, since as a rule the site of implantation is suf- 
ficiently far away to avoid danger from this source. 

Practical work with this method will show that it 
is particularly applicable in cases in which other 
methods of correcting nerve defects are extremely 
difficult or even impossible. 

Twenty-four cases are described in detail, with a 
diagrammatic illustration of the procedure carried 
out in each case. 

One of the cases may be described as an illustra- 
tion of the practical application of the method. 

The patient was shot on the seventh of August, 
1914. The bullet crashed through the rear of the 
automobile in which he was riding, shattered the 
metal rim, and passed through under the patient’s 
right arm, causing considerable hemorrhage. Care- 
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ful examination at the hospital showed a grazed 
wound of the right thoracic wall, four wounds of the 
inner side of the arm, absence of the radial pulse. 
and complete absence of function of the ulnar and 
median nerves. Healing of the wounds was un- 
eventful, except for the discharge of a few small 
metal splinters. 

On November 19, 1914, operation was performed, 
consisting in laborious excision of the extremely 
deep indurated scars. After complete dissection of 
the area, it was found that the ulnaris#medianus, 
and cutaneus antebrachii, also the bloed-vessels, 
were completely.embedded in the upper scar. A 
little farther down was an aneurismal varix fed by 
the peripheral stump of the brachial artery. This 
was extirpated. About two inches above the elbow 
a large metal splinter was removed. This had 
caused a second severing of the medianus, leaving 
after resection a defect twelve centimeters long. 
The defect in the ulnaris was ten centimeters long. 
The radialis was used to bridge the gap in the ulnaris. 
To make this more convenient, the median head of 


the triceps was loosened for a short distance from 
the posterior surface of the humerus. The lower 
end of the ulnaris was drawn through a small in- 
cision in the inner head of the triceps. The upper 
stump of the median was then planted into the 
upper portion of the ulnaris, the lower stump into the 
lower portion of the ulnaris, and the stumps of the 
cutaneous in like manner on the portions of the 
median. 

The following morning the function of the radialis 
was normal. Twenty-eight days after operation 
the motor function of the ulnaris had returned, and 
two weeks later that of the median was restored. 
The first of February the strength of the flexors of 
the hand was markedly improved and a little motion 
was obtained in the flexor profundus digitorum. 
The first of March active pronation against slight’ 
resistance was possible. In- the latter half of 
March there was slight motility of the palmar side 
of the second, third, and fourth fingers and of the 
palm; ulnar conductivity complete, median not yet. 

M. M. Mattuies. 
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Riedel: Furuncle Metastasis (Erfahrungen iiber 
Furunkel-metastasen). Deutsche med. Wchnschr., 
1915, Nos. 4 and 5, 94. 

Furuncles and panarititii endanger life either 
by involving veins or by the formation of abscesses 
near the site of primary trouble or far distant from 
it. The furuncles situated in the face or at the 
anterior side of the neck are the most dangerous, 
as the abundance of veins in these regions frequently 
leads to thrombophlebitis. The thrombophlebitis 
of the facial veins leads to early death under alarm- 
ing symptoms, whereas the metastases do not 
develop for weeks or months, so that frequently 
the doubt arises whether the abscess had anything 
to do with the primary disease. It is surprising 
that furuncles, in contradistinction to the smallest 
skin injury, so rarely lead to lymphangitis. 

The author observed 54 cases of metastases 
arising principally from furuncles, only a few from 

‘ carbuncles, and 12 of these were fatal. He describes 

a few characteristic cases and summarizes his 

conclusions. Even the smallest furuncle is danger- 

ous. More people die of furuncle metastases than 
of advancing purulent thrombophlebitis. Young 
people below 25 show involvement of the bones 
more frequently than those above that age. On 
the other hand, metastases in the soft parts of 
older people cause as much trouble as the bone 
metastases of the young. Matastases in the soft 
parts are frequent in the brain, muscles, and 
especially in the perinephritic tissue, occasionally 
also in the kidneys. The superficial lying furuncle 
may be treated conservatively by taking off the 
upper skin layer and applying an ointment dressing. 
If the infiltration increases rapidly and is painful, 


a cross incision may be made. The deeper lying 
furuncles should be incised immediately. Carbuncles 
should be excised in foto. L. A. JUHNKE. 


Schiile: The Treatment of Furunculosis (Die 
Furunkelbehandlung). Deutsche med. Wchnschr., 
1914, No. 48, 2006. 

Schiile incises every furuncle within the first 
48 hours by burning out the center of it after 
anesthetizing it with 2 per cent novocaine. To 
prevent the formation of others he advises cleaning 
the skin with green soap, rubbing it with alcohol, 
painting suspicious areas with tincture of iodine, 
and the early burning out of new foci of infection. 
The removal of hair in the neighborhood is indicated. 

L. A. JUHNKE. 


Freeman, L.: The Prevention of Keloids in Scars. 
Ann. Surg., Phila., 1915, xi, 605. 

Fascia lata is abundant and easily obtained. 
It may be removed from the thigh in narrow strips 
or in large areas with or without closure of the 
resulting gap in the fascia, there being little danger 
of injury to the function of the extremity. 

The hypertrophy in keloid seems to be due mainly 
to tension upon the scar, hence it is seen in connec- 
tion with longitudinal incision rather than with 
cross incisions. 

Reasoning from this standpoint, the author 
conceived the idea of using a slice of fascia lata on 
a very prominent scar on a young woman’s neck. 
The scar extended from the mastoid to the center 
of the clavicle and was as wide and thick as one’s 
thumb. 

A strip of fascia lata, as long as the scar tissue 
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and as broad as one’s finger, was procured from the 
thigh. After thoroughly extirpating the scar and 
undermining the edges of the wound, the strip was 
spread lengthwise beneath the incision. It was 
then fastened to the undersurface of the skin and 
fascia on one side and to the deeper tissue on the 
other with a few sutures of catgut, thus permitting 
the union above it of the integument and cervical 
fascia without danger of displacement. Posterior 
to the scar was another one, and this was also 
hypertrophied and red. It was likewise excised, but 
was not underlined with fascia, although the deep 
fascia was carefully sutured. 

At the end of twelve months, when the attempt is 
made to incline the head to the opposite side, the 
movement is checked by the strip of fascia lata. 
This does not inconvenience the patient and results 
are good. . A. H. Dunn. 


Dyas, F. G.: The Open Treatment of Infected 
Wounds; Preliminary Report. J. Am. M. Ass., 
1915, Ixiv, 1829. 

The destruction of tissue by moist gangrene is 
greater than that caused by dry gangrene. Heat 
and moisture are necessary for the growth and prop- 
agation of practically all pathogenic bacteria. 
Dessication attenuates most bacteria. The treat- 
ment of burns has been greatly facilitated by the 
open treatment. Acting on these fundamental 


truths, patients with infected wounds were treated 
by simple exposure to the air, protecting the wound 
by sterilized wire screening appropriately bent and 
held in place by adhesive plaster. In a large number 
of cases so treated, the discharge rapidly diminished 
and the process of repair was materially acceler- 
ated. In the process of dessication frequently large 
crusts, or placques, of inspissated serum, pus, and 
epithelial and connective tissue elements were 
shed, leaving a clean, granulating surface. The 
surrounding parts partook simultaneously of the 
general improvement. In some cases, dessication 
was hastened by playing a current of air from a 
small electric fan upon a suppurating area at fre- 
quent intervals during the day. This appeared to 
cause the secretions to diminish more rapidly than 
the simple exposure to the air. 

The results justified the conclusion that treating 
suppurating areas by voluminous dressings fosters 
the development of pathogenic organisms and does 
not assist in the repair of the tissue. It is of advan- 
tage always, when possible, to convert a moist into 
a dry type of gangrene. This is done by the dessi- 
cating influence of the atmospheric air. The method 
is safe, economical, and in keeping with Nature’s 
own processes, as observed in the lower animals. The 
period of convalescence is shortened, and the danger 
of contamination from the atmospheric air is neglig- 
ible. The addition of sunlight is a valuable asset. 


MISCELLANEOUS 


CLINICAL ENTITIES — TUMORS, ULCERS, 
ABSCESSES, ETC. 


Mayo, W. J.: The Cancer Problem. Tr. Minn. 
St. M. Soc., St. Paul, 1914, Oct. 


Why has the public become so confirmed in the 
belief that cancer is incurable and how has this 
pessimism been fostered? One unfortunate result 
of the inquiry into the influence of heredity on the 
causation of cancer has been the encouragement of a 
belief that cancer is hereditary and therefore carries 
a stigma with it. The person who has been suc- 
cessfully operated on for cancer conceals the nature 
of his malady with the same solicitude he would 
probably show in concealing the fact that he had 
“done time” ina penitentiary. Of the hundreds of 
patients who have had cancer and who have been 
cured by operative means the public knows little 
or nothing, while those who have had cancer and 
been operated on without success are known to all. 
There is no evidence that would lead to the belief 
that cancer is hereditary. This is equally true of 
“cancer houses” and “cancer towns.” Small 
towns in older settled countries have more cancer 
than new towns; they have more people of a cancer- 
age; the younger people have left for new fields. 

A good diagnostician will seldom mistake syphilis 
for cancer. Yet the liability to this mistake has 


been dwelt upon and greatly magnified, and many 
individuals have advanced from the curable to the 
incurable stage while an effort was being made 
through antispecific treatment to eliminate the 
possibility. The Wassermann reaction has fortu- 
nately come to our aid and to the patient’s rescue. 

Mistakes in diagnosis from lack of careful ex- 
amination is the most common cause of failure to 
recognize malignant disease in time for a curable 
operation. A too high percentage of patients with 
cancer are subjected to inefficient operation by 
inexperienced men. Because the disease is early it 
appears as though it might be easily cured and men 
who would not think of operating where a radical 
operation was to be done, will often perform a small 
operation — futile, hopeless. 

The surgeon has had a great share in creating the 
feeling of hopelessness which exists among the laity 
and discouraging the general practitioners by at- 
tempts at radical operation in plainly incurable 
disease or extensive palliative operations which fail 
to palliate. 

Radio-active substances have a field of usefulness 
in superficial growths and inoperable disease, but 
these agents should not be used in early growths 
curable by operation. The embryonic cell, such as 
the cancer-cell, has less vitality than the normal 
cell and is injuriously affected by heat. The Percy 
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method of using heat raised to such a degree as to 
coagulate the embryonic cells by a slow cooking 
process is a distinct advance. 

Great benefit in diagnosis before operation has 
come from the radiograph and at the operating 
table by means of the frozen section. The first 
enables us to know in a large percentage of cases 
what we are going to find and the latter gives the 
microscopic diagnosis while the operation is in 
progress. 

The prophylaxis of cancer is exceedingly impor- 
tant. Let us say to the public: ‘‘Go to your physi- 
cian at once on the discovery of any sign or symptom 
of irritation about warts, moles, and benign tumors, 
or ulcerations, chronic inflammatory processes, or 
injuries however slight which fail to heal promptly.” 
When the laity understands that all sources of ir- 
ritation carry with them a deadly significance, the 
prevention of cancer will have been greatly ad- 
vanced and the peicentage of curable cases which 
come to the only known cure — operation — will 
be enormously increased. 


Irons, E. E.: Tetanus and Antitetanic Serum; 
Complications and Late Death in Tetanus. 
J. Am. M. Ass., 1915, lxiv, 1552. 


Trons states that if antitoxin be given in massive 
doses at the earliest period of the disease and by 
the intraspinal or intravenous routes better results 
occur. He questions whether death following cases 
of severe mixed infection or any other complication 
of tetanus should be attributed to the tetanus germ. 

Two cases are mentioned in which death occurred 
late in the disease while the patient was in the con- 
valescent stage. 

The anaphylactic shock following the intravenous 
method may be severe, but in the cases studied no 
deaths occurred. 

In regard to the prophylactic use of serum, the 
author states that 1,500 units is not protective 
longer than ten to twelve days and should be 
repeated. Joun H. Suaw. 


Aikin, J. M.: Post-Operative Nervous and Mental 
Disturbances. Am. J. M. Sc., 1915, cxlix, 715. 

The author gives a brief summary with conclusions 
of an investigation as to the true merits of surgery 
causing nervous and mental disturbances. He 
frankly states that he thinks the evidence is adequate 
to convict surgery as the direct cause for many ner- 
vous wrecks and fit subjects for our insane hospitals. 

He states that Alfred Gordon read a paper on 
“Nervous and Mental Manifestations Following 
Castration in Women,” in the Section on Nervous 
and Mental Diseases at the 1914 meeting of the 
American Medical Association, and Gordon and 
the audience were a unit in condemning surgery as 
a cure for existing psychic or neurotic conditions, 
and censured the surgeon who neglected or ignored 
the alienist, neurologist, oculist, and internist when 
deciding for surgery on any person of an unstable 
nervous system. 
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An analysis of many abstracts from numerous 
foreign and domestic periodicals of articles dealing 
with the subject, revealed the fact that only a 
negligible percentage of post-operative mental or 
nervous disorders are primarily traceable to surgery. 

He says that a noticeable fact established by the 
evidence is the gradual disappearance of post- 
operative insanity since the advent of aseptic sur- 
gery. Hence post-operative nervous disorders are 
becoming avoidable. In his opinion, either sepsis, 
the administration of some drug, or poor judgment 
by the surgeon who operated upon a patient ripe 
for a mental or nervous collapse caused them. 

He considers the last two as the most frequent . 
ultimate causes for post-operative psychoses or 
neuroses. If the pathology of the case warrants 
surgical treatment, only imminence of a mental or 
nervous disorder more serious than the affliction 
which surgery may relieve should weigh against 
that procedure. 

It is questionable if the term post-operative in- 
sanity has any just claim as a clinical entity in 
medical literature. The fact that it appears a few 
days or a few weeks subsequent to some surgical 
operation is alone responsible for its coinage. The 
character of the symptoms developed after an 
operation is not different from those developing 
when no operation has been performed. Facts 
are wanting to prove that removal of the germinal 
glands prior to puberty initiates nervous and men- 
tal disorders. 

Numerous cases exist where surgery has relieved 
already barren women of painful conditions initiated 
by infections. 

The premature loss of parental power tends to 
initiate nervous and mental disturbances, but it 
seems probable that the forces making surgery 
necessary for this loss were more potent than the 
operation in producing the nervous and mental 
disturbances. 

If one were to balance the evidence in which sur- 
gery established relief from nervous and mental 
disorders against that proving it the direct cause 
of them, the advantages from the wise exercise of 
surgery would far exceed the disadvantages. 

Donatp Gorpon. 


SERA, VACCINES, AND FER MENTS 


Lowy, O.: The Application of the Van Slyke 
Aminonitrogen Determination to the Diagnosis 
of Cancer. J. Am. M. Ass., 1915, Ixiv, 1559. 


After working with the Abderhalden reaction in 
pregnancy and cancer, Lowy concludes that in a 
good percentage of cases it is of great importance in 
diagnosis, even if the necessary laboratory tests do 
not always give accurate results. 

He considers the thimble method of Abderhalden 
so full of errors that the test cannot. be utilized with 
any degree of accuracy. 

After mentioning several errors in the technique 
he advises the use of the Van Slyke aminonitrogen 
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apparatus, which measures accurately the amount 
of aminonitrogen given off in a certain quantity of 
blood serum. 

His technique is as follows: Dried cancer sub- 
trate is added to a suspected serum in a test-tube, 
another test-tube is filled with suspected serum only, 
and both are covered with a layer of toluene and 
incubated 24 hours. 

If the suspected serum is from a cancer patient 
and contains enough proteolytic enzyme it produces 
areaction. The test-tube of serum only is measured 
for aminonitrogen, as also is the cancer substrate 
and serum. The latter will show an increase over 
the serum alone of 0.05 to 0.15 ccm. One error in 
this method is the danger of using a moist specimen 
of cancer substrate. The substrate must be 
absolutely dry. 

In testing 82 cases, of which 42 were proved to 
be cancer cases, 35 were positive and 7 were negative. 
Of the 40 non-malignant cases examined, 6 were 
positive and 34 negative. Joun H. SHaw. 


Jaffié, H., and Pribram, E.: Further Experimental 
Study of the Specificity of the Protective 
Ferments by the Optic Method (Weitere experi- 
mentelle Untersuchungen der Abwehrfermente 
mit Hilfe der optischen Methode). Miinchen. 
med. Wchnschr., 1915, \xii, 614. 

The specificity of the protective ferments, the 
authors claim, is definitely settled, although their 
exact nature is not understood. They report 
additional experimental work showing that the 
catabolic properties of the serum can be destroyed 
by heating it, but can be restored by adding fresh 
serum. Serum containing protective ferments was 
heated to 58 degrees for three-fourths hour and was 
then inactive, but on the addition of fresh guinea 
pig serum it was reactivated without having its 
specificity destroyed. A. Goss. 


BLOOD 


Ohkohchi, T.: Hemostasis (Uber die Blutstillung). 
Beitr. z. klin. Chir., 1914, xciv, 620. 

The author conducted experiments on 100 rabbits 
to test the hemostatic action of living (muscle 
tissue, fascia, fat, and omentum) and dead tissue 
when applied to bleeding parenchymatous organs 
and blood-vessels. He comes to the conclusion 
that the hemostatic action of living tissue is prin- 
cipally mechanical and that the action attributed 
to the expulsion of thrombokinase is more or less 
secondary. The flaps of tissue must be of a certain 
thickness and size and should be applied to the 
bleeding surface, after first sponging away all 
blood, and held there a few minutes, after which 
it will adhere to it. This ability to adhere is strong- 
est in muscle tissue. Fatty tissue is friable; fascia 
rolls up easily. Muscle tissue is most effective as 
a hemostatic; fascia least effective. None of the 
tissues protect positively against secondary 
hemorrhage. Muscle tissue becomes necrotic 
most easily, most rarely the omentum. Adhesions 


to neighboring organs occur most frequently if 
muscle tissue is employed. 

After healing, connective-tissue proliferation oc- 
curs in all cases in the parenchyma surrounding 
scar, causing severe injury to the epithelial cells. 
The most abundant connective-tissue proliferation 
occurs following the transplantation of pedicled 
omental flaps. If the kidney tissue is resected 
down to the medulla, a wedge-shaped area of 
necrosis down to the medulla occurs, probably 
because the arteria recta running from the pe- 
riphery to the center are partially resected along 
with the renal tissue. Of dead substances the 
author employed several: bowel wall, after clean- 
ing with water, preserving it in 70 per cent alcohol 
and boiling it just before using. By this method of 
sterilization it was made too hard, therefore he 
later preserved it in potassium iodide solution. 
Urinary bladder gave larger flaps; it is immediately 
placed in the solution. Dried bladder of pigs was 
also used. This material was excellent in milder 
grades of hemorrhage. It is not a powerful irri- 
tant to organic tissue. Finally sea sponges, steril- 
ized by boiling, were employed. This substance 
acts very promptly as a hemostatic and is gradually 
absorbed. Its irritative action is mild, but a much 
thicker scar is formed than with the material from 
the potassium iodide solution. The author recom- 
mends sponge tissue especially for filling in bone 
cavities. L. A. JUHNKE. 


BLOOD AND LYMPH VESSELS 


Fee, F.: Ligation of the Common Iliac Artery 
for Iliofemoral Aneurism. Lancel-Clin., 1915, 
exlll, 594. 

’ The patient, a male, aged 48, complained of pain 
in the right groin. He had been kicked in the right 
groin seven years previously, and next morning 
he noticed a small throbbing lump in the groin, 
which gradually increased in size for the next four 
years. He suffered little at first, but later was com- 
pelled to give up his vocation, and for the past few 
years had been obliged to use crutches. 

Inspection revealed a large bulging tumor, occu- 
pying the entire right quadrant, extending from 
about one inch below Poupart’s ligament to the 
umbilicus, and from the crest of the ilium to the 
median line. Distinct, strong pulsations were felt, 
and a bruit was heard on auscultation. The right 
limb was well nourished and pulsations were felt 
in the femoral and posterior tibial regions. 

In operations for ligation of the common iliac 
several considerations should be borne in mind; the 
size of the aneurism may be sufficient to justify the 
transperitoneal route and make the retroperitoneal 
one very difficult and dangerous. On the other 
hand, the author thinks that the danger of acciden- 
tally cutting the deep epigastric artery, with its 
importance as an anastomotic branch, is too great 
to be treated lightly. In his case he favored the 
median incision, between the umbilicus and the 
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pubes, with the patient in the Trendelenburg posi- 
tion. The large pulsating mass, extending from 
Poupart’s ligament to the umbilicus, was exposed, 
and exploration revealed the common iliac in a 
good condition for a distance of one and one-quarter 
inches below the bifurcation of the aorta. After 
cutting through the peritoneum and separating 
the artery and vein, two stout silk ligatures were 
passed beneath the artery and tied about three- 
quarters of an inch apart. The pulsations in the 
mass immediately ceased and nothing else was done. 
The limb was carefully surrounded with hot bottles, 
and slightly elevated to aid venous circulation, and 
the chest elevated to give anastomotic circulation 
the aid of gravity. 

At no time was there evidence of gangrene in 
the foot, and his recovery was uneventful, except 
for swelling in the limb, which was controlled by 
constant bandaging. Examination two years 
afterward revealed a slight capillary congestion of 
the lower limb. He could walk perfectly and ex- 
perienced no weakness. 

Valentine Mott in 1827 was the first to deliber- 
ately operate on an iliofemoral aneurism, and Fee 
reports this case in full. Halstead states that the 
larger the artery, or the nearer the heart, the less 
impairment there is to the circulation attending 
its ligation. This statement the author fully agrees 
with, for he had gangrene following ligation of the 
femoral in Hunter’s canal, and also in ligation just 
below Poupart’s ligament. In aneurism of the 
external iliac, even when it is possible to ligate it, 
he does not hesitate to give the preference to liga- 
tion of the common iliac. 

There are only 16 cases reported of operations 
for aneurisms, and 2 for hemorrhage, that recov- 
ered without gangrene. Owing to the lack of data 
the ultimate usefulness of the limb following liga- 
tion of the iliac artery cannot be accurately ascer- 
tained. From 1812 to 1912, 100 reported operations 
for ligation of the common iliac are available, or 
an average of one a year. The indications are 
practically the same as for the first operation: arrest 
of haemorrhage, cure of aneurism, cure of pulsating 
tumor, and for the prevention of hemorrhage in 
the removal of morbid growths. Of 15 operations 
for the cure of aneurism, 10 died, and 5 recovered, 
a mortality of 63 per cent. Halstead places the 
mortality in the antiseptic era at 46 per cent, and 
in the septic period it ranged from 82 to 74 per cent. 

L. B. CRAWForp. 


Stewart, F. T.: The Operative Treatment of 
Arterial Thrombosis and Embolism. Ann. 
Surg., Phila., 1915, lxi, 519. 

In this article, Stewart takes up the different 
operative procedures proposed for thrombosis and 
embolism of the arteries. 

1. Ligation. Whether this method should be 
used or not depends on the frequency of liberation of 
emboli, the damage they might do, and the possibility 
of recognizing an intra-arterial clot before embolism. 
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The author believes a microscopic, aseptic, 
symptomless embolism takes place in all healing 
wounds of blood-vessels as a normal phenomenon 
of repair, due to the constant attrition of a strong 
blood current on the thrombus. 

The rarity of an arterial embolism causing symp- 
toms, if aseptic, is due to: (1) the fact that owing to 
the composition of arterial blood, a thrombus forms 
more slowly and is of firmer consistency; (2) the 
artery being firmer-walled, prevents a dislodgment 
of the thrombus by external pressure; and (3) an 
occluding thrombus cannot be driven far from the 
original site. as the artery diminishes in size in the 
direction of the blood stream. Ina venous embolism 
the obverse is true. Ligation merely acts as an 
occluding thrombus would, and, as there is nothing 
to be gained by this procedure, it should not be 
considered. 

2. Arteriovenous anastomosis. Although experi- 
menters have succeeded in filling veins with red 
blood, none have shown that this passes through 
the capillaries before returning to the heart. The 
arterial blood in a vein always has a tendency to 
seek the anastomotic branches in which the pressure 
is weak, and return to the heart through collateral 
venous channels rather than through the cap- 
illaries and arteries. Also, the anastomotic arterial 
branches quickly fill the main trunk below the 
artificial junction with red blood, and produce a 
greater pressure than is found in the capillaries, 
thus preventing a reversal of current. Even in 
arteries without anastomosis, thrombosis would 
take place, since, added to the increased coagul- 
ability of the venous blood, the arteries are more or 
less diseased and are much reduced in caliber. 

Stewart believes that most of the reported succes- 
ses in this work are due merely to a passive hypera- 
mia caused by a shunting of the arterial blood to 
the vein, thus hindering the venous return and 
leading to a venous stasis. Von Oppel’s experi- 
ments support this idea. 

He also has three objections to the operative 
methods now used: (1) The vessels being crossed 
at the point of suture, exert pressure on each other, 
retarding the blood stream in each; (2) a reversal 
of arterial circulation in the artery below the junc- 
tion if the collateral branches function; (3) danger 
of thrombosis forming in the vein at the junction 
of the peripheral arterial segment. Attempts to 
correct these contort the blood stream and render 
thrombosis more likely. However, the method 
should not be abandoned, as it may be of some 
aid under certain conditions. 

3. Arteriotomy. ‘The first report of a success by 
this method was by the author in 1907. It was an 
embolus in the femoral artery at the bifurcation. 

A list is given of seven cases reported by surgeons 
and the addition of one, hitherto unreported, case 
of the author’s, in which the aorta was incised just 
above the bifurcation, and an embolus of three 
weeks’ formation removed from the right common 
iliac. There were no adhesions of clot to the intima 
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and the wound in the aorta was closed with a con- 
tinuous through-and-through silk suture. The 
patient died on the third day from cardiac weakness 
and pulmonary oedema. 

In the diagnosis of embolism of the extremities, 
pain over the region deprived of blood, pallor, fall 
of temperature, hypesthesia, and paresis are the 
cardinal points. That the area of ischemia never 
reaches the level of the obstruction must be remem- 
bered; also that the exact point of obstruction must 
be found before opening the artery. The author 
believes that this procedure has attained a perma- 
nent place in operative surgery and should be used 
more frequently. 

4. Resection. A personal case is reported of 
thrombus of the femoral artery following an injury. 
After the thrombus had recurred twice at the seat 
of operation, a short piece of the artery was resected 
and an end-to-end anastomosis made. Circulation 
failed to be reéstablished and amputation of the 
thigh for gangrene resulted. The patient recovered. 

The amount of resection that can be done must 
be determined by the situation of the artery and 
the amount of mobility. It is hoped that auto- 
plastic venous transplantation will enable resection 
of arteries to be carried out more successfully. 
Care must be taken, however, with the venous 
transplant to have the valves pointed with the 
current and to support the segment against dilatation. 

5. Catheterization. ‘The passage of any instru- 
ment into the lumen of a vessel is considered very 
harmful and should not be thought of. 

Puituirs M. CHAseE. 


Krecke, A.: Réntgen Treatment of Lymph-Gland 
Tuberculosis (Réntgenbehandlung der Lymph- 
driisentuberkulose). Beitr. z. klin. Chir., 1915, 
609. 


Réntgen treatment of various forms of surgical 
tuberculosis has been steadily gaining ground 
recently, and it seems to be particularly successful 
in lymph-gland tuberculosis. Krecke has been 
using it for two years and during this time no 
glands have been removed surgically; nothing 
more has been done surgically than in occasional 
cases to make small incisions or puncture for pus. 
Thirty-six cases have been treated. They have 
been divided into 3 groups: (1) simple hyperplastic 
glands, (2) suppurating and caseous glands, (3) 
glands in which fistule had already been formed. 
Of the series 18 were of the hyperplastic form, 6 of 
the caseous, and 12 of the fistulous; the size varied 
from that of a dove’s egg to twice that of a man’s fist. 

The method of irradiation was as follows: 
Medium hard tubes were used with a spark distance 
of 16 to 18 cm., focus-skin distance 20 to 22 cm. 
Aluminum filters 2 mm. thick were used. When 
possible several fields were used and an erythema 
dose of 10 X given on each field. The irradiations 
were repeated every three weeks until the glands 
had completely or almost completely disappeared. 
In some cases 12 to 15 series were given. 
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Among the 36 cases 13 have been completed. 
Of these 13, 12 were completely or almost com- 
pletely cured. There was recurrence in only 1 
case; 2 cases withdrew from treatment; 6 cases 
have been under treatment for so short a time that 
results are not decisive. Fifteen cases have had 
from 3 to 12 series of treatments, and of these only 
one shows no results; the others show varying 
degrees of improvement. The best results were 
obtained in the caseous and fistulous cases, the 
very ones that are least amenable to other forms 
of treatment. The results are not so good in the 
hyperplastic cases. 

He concludes that réntgen treatment is the only 
correct method for tubercular glands. The treat- 
ment is rather tedious but very successful. It is 
preferable to surgical treatment so far as recurrence 
is concerned, also in the avoidance of disfiguring 
scars, which in young people is of considerable im- 
portance. A. Goss. 


ELECTROLOGY 


Russ, S.: The Penetrating Power of the X-Rays 
from the Coolidge Tube. Lancet, Lond., 1915, 
clxxxviii, 792. 


From observations with the Coolidge tube the 
author has discovered (1) that the unscreened radia- 
tion is heterogeneous; (2) when the heating current 
in the filament is increased, a relatively larger 
amount of hard rays than of soft rays is produced. 
When aluminum filters were interposed it was found 
that beneath 7 mm. of aluminum the rays were 
practically homogeneous. However the intensity 
of radiation was very much impaired by the 7 mm. 
filter, about 85 per cent of the radiation being ab- 


-sorbed. 


The comparative penetrating powers of X-rays 
filtered through 7 mm. of aluminum and of the 
y-rays of radium differ according to the material 
radiated. Thus for lead, the X-rays have only 
one-thirtieth the penetrating power of radium; for © 
aluminum this factor increases to one-fifth; and 
for human tissues to one-fourth the penetration of 
hard y-rays. The y-rays specified are those emitted 
from radium screened by 1 mm. of platinum and 2 
mm. of aluminum. 

Assuming that X-rays are ether vibrations and 
calculating their wave length by their coefficient of 
absorption by aluminum, the hard X-rays obtained 
by filtration through 7 mm. of aluminum are found 
to be three times as long as the shortest y-rays 
measured by Rutherford and Andrade. 

G. W. Grier. 


Codd, J. A.: The Treatment of Malignant Disease 
by X-Rays; Its Present Limitations and the 
Lines upon Which They May Be Overcome. 
Brit. M. J., 1915, i, 840. 


While the selective action of X-ray and radium 
on cancer and sarcoma cells has been a matter of 
controversy, the fact remains that radium and X- 
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rays destroy malignant cells and leave healthy adult 
cells relatively intact. Preference has varied from 
time to time, but X-rays are now in greater favor 
than radium. 

The author’s cases that have yielded best results 
have been those of rodent ulcer. All have speedily 
yielded except one in which the ulcer involved the 
nasal cartilage. Large superficial epitheliomata 
have been found very amenable. Codd reports in 
detail cases of epithelioma of the lip, sarcoma of the 
tonsil, enchondroma, breast cases, sarcomata in 
various situations, and epithelioma of the dorsum 
of the hand. In the majority the results were well 
worth while, and in some instances there has been 
cure without recurrence. 

The author uses heavy tungsten target tubes of 
American pattern, and expects the Coolidge tube to 
play an important part in the future. He uses the 
target at a distance of 15 cm. from the diseased area, 
and uses a filter of 2 mm. of aluminum with or 
without an additional fabric filter, such as the pa- 
tient’s clothes. The pastille is always covered 
with the same filter, and 1 pastille or 10 Kienbéck 
given. He advises that the rays be used as a prophy- 
lactic after operations. R. D. Carman. 


Granger, F. B.: Further Observations on the Pro- 
duction of Sterility by the Réntgen Ray. 
Med. Rec., 1915, 1xxxvii, 776. 


The author gives a second report, the first having 
been made in 1907, of two cases; one, a woman who 
gave no evidence of destructive action on the ovary 
on operation, after 59 X-ray exposures for uterine 
fibroid. The second case was that of a man who, for 
a legitimate reason, was given 30 exposures to pro- 
duce sterility. This patient remained sterile eight 
years, but spermatozoa were present and active at 
the end of the ninth year, and vasectomy was 
performed. The fourth case (Case 3 not reported) 
was found to be sterile after the seventeenth treat- 
ment, and has remained so for eighteen months. 

Granger concludes that his results hold out 
much encouragement for those réntgenologists who 
have, or may, unwittingly become sterile; and 
believes that we may conclude that, while the X-ray 
can and does produce sterility, the quantity 
needed to produce such a result is greater than one 
would suppose; and finally, when we wish to insure 
permanent sterility, vasectomy is surer than the 
rontgen ray. Davip R. Bowen. 


Reichold: Results of Radiotherapy (Uber die 
Erfolge der Strahlentherapie). Beitr. z. klin. 
Chir., 1915, xcv, 604. 

Reichold describes a series of cases of multiple 
sarcomata. In 2 of the cases some of the tumors 
were treated with mesothorium or radiothorium 
and the others with réntgen rays. In the other 
3 cases treatment was first given with mesothorium 
or radiothorium; when this proved ineffective they 
were given intensive réntgen treatment combined 
with injections of enzytol, 10 to 15 injections of 
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3 to 4 ccm. each. From a study of these cases he 
comes to the conclusion that réntgen treatment is 
more effective than treatment with radio-active 
substances, at least where the tumors are accessible. 
The action of radiotherapy is only local. There 
is no formation of ferment which acts on metastases. 
Those sarcomata are most amenable to treatment 
which most nearly resemble primitive forms of 
tissue; the more highly differentiated ones, such 
as the spindle-celled sarcomata, are less so. 

In the treatment of carcinomata he used only 
réntgen rays, as he did not have sufficient radio- 
active material at hand. The results were very 
favorable in all superficial carcinomata, but not 
so good in internal ones. However, he describes 
2 cases of carcinoma of the stomach, one after 
operation and one an inoperable cancer, in which 
the improvement was striking. 

In radiotherapy of tubercular joint diseases it 
is generally held that only fungous disease of the 
synovial membrane is adapted to the treatment, 
while primary disease of the ends of the bone with 
secondary involvement of the joint is not. Reichold 
describes a case of the latter kind, however, which 
he treated for three months, giving every month 
a series of 15 erythema doses over small fields. 
His object was, by means of the cumulative effect 
of the cross-fire to destroy the tubercular tissues, 
and at the same time inhibit the periarticular 
infiltration. The swelling disappeared and normal 
function of the joint was almost completely restored. 

A. Goss. 
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Kelling, G.: The Treatment of Abdominal Gun- 
shot Wounds by Means of a Compression 
Bandage (Zur Frage der Behandlung der Bauch- 
schiisse mittels komprimierenden Verbandes). 
Zentralbl. f. Chir., 1915, xlii, 241. 


The author recommends that all gun-shot wounds 
of the abdomen have a tight compression bandage 
placed around the abdomen immediately after the 
first aid dressing is applied. He believes that the 
firm compression of the abdominal viscera will 
prevent bowel contents from escaping by forcing 
other loops of bowel against the opening and so 
prevent a peritonitis, or at least localize it. It will 
also cause hemorrhage from parenchymatous or- 
gans to cease. ‘This is especially important for the 
transportation of wounded from the battlefield when 
exudate or bowel contents may be diffused through- 
out the entire abdomen. Furthermore, by com- 
pressing the organs the formation of inflammatory 
adhesions is promoted. 

To corroborate his view the author conducted 
some animal experiments. By operative measures 
he inflicted similar injuries to the stomach and 
intestines to different sets of two rabbits. In one of 
them he applied a firm compression bandage after 
closing the abdominal wound, and in the other only 
a dressing. In each case the animal having the 


compression bandage remained alive until killed, 
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whereas the control animal died. A_ localized 
peritonitis, with adhesions, marked the site of the 
injury in the animals which had a bandage applied, 
whereas the controls died of a generalized peritonitis. 
Although the number of experiments performed 
were too few to be of decisive significance, yet they 
suggest the corroboration of the author’s contention. 
He recommends that the procedure be tried out at 
the front where ample opportunity is given. 
L. A. JUHNKE. 


Chaput: Treatment of Suppurative Arthritis of 
the Knee in Military Surgery (Traitement 
des arthrites purulentes du genou en chirurgie de 
guerre). Presse méd., 1915, xxili, 200. 

There are cases of arthritis of the knee that open 
spontaneously and heal without surgical interven- 
tion. If the arthritis is accompanied by severe 
injury of the patella or condyles of the femur or 
tibia the diseased bones should be resected after 
free opening of the joint through a U-shaped inci- 
sion. In cases of benign arthritis or where the con- 
dition of the patient is too serious to permit of a more 
extensive operation, simple arthrotomy is sufficient; 
that is, merely incising the culs-de sac of the knee. 
In severe cases resection is the method of choice. 
If the patient refuses it or cannot stand it a com- 
plete arthrotomy should be performed, consisting of 
a large U-shaped incision, removal of the patella, 
the crucial ligaments, and meniscus, followed by 
popliteal and posterior diagonal drainage. 

Chaput also describes the technique of arthrotomy 
of the shoulder, elbow, wrist, ankle, and hip joints. 

A. Goss. 


Marie, P., and Roussy, G.: Possibility of Preventing 
Decubitus in Wounds of the Spinal Cord (Sur 
la possibilité de prévenir la formation des escarres 
dans les traumatismes de la moelle épiniére par 
blessures de guerre). Bull. Acad. de méd., Par., 
1915, Ixxiii, 609. 


Though the prognosis in injuries of the spinal 
cord is grave it is by no means so hopeless as it has 
usually been considered. Paraplegias often show a 
remarkable tendency to spontaneous recovery. On 
account of the feeling of hopelessness in these cases 
precautions have been neglected that might have 
improved the condition of the patients. 

It has always been held that decubitus was 
caused directly by the injury of the spinal cord 
itself, and that therefore it could not be prevented. 
This is untrue and bed-sores can and should be 
prevented in all cases. The patient cannot change 
his position on account of the paraplegia, so that 
the same parts have to support the weight of his 
body constantly. Prolonged compression inter- 
feres with the circulation in these parts. More- 
over because of the loss of sensation the patient does 
not have the normal inclination to change his posi- 
tion. These factors, however, only produce a dry 
eschar that is not at all serious, but because of the 
lack of continence they become soaked with urine and 
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then infected. That this is the cause, and not the 
spinal injury, is shown by the fact that the site of the 
decubitus has no relation to the level of the cord 
injury. Wherever the cord injury may be the bed- 
sore occurs at the points of pressure on the sacrum. 
To prevent the formation of these sores the 
bladder and rectum should be examined in every 
case of injury of the spinal cord. To avoid soiling 
with urine a retention catheter should be inserted. 
The bowels may be locked for a few days by the 
administration of opium, and the skin may be 
protected with talcum powder or vaseline. The 
patient may be placed on air-cushions while being 
transported. If he has been neglected during trans- 
portation and arrives at the base hospital with bed- 
sores already developed they may be cured if he is 
given the greatest care and the sores dressed once or 
twice a day with phenolized powders. Nurses 
should be instructed to change the patient’s position 
every hour during the day and every two hours 
at night. Infections of the bladder and urethra 
should be treated with irrigations of potassium per- 
manganate or nitrate of silver. A. Goss. 


Hezel, O.: Injuries of Peripheral Nerves During 
War (Kriegsverletzungen des peripherischen Nerven- 
systems). Med. Klin., Berl., 1914, No. 45, 1663. 


From the experience derived during the last 
wars, it is evident that one to two per cent of all 
injuries are complicated by injuries or damage of 
peripheral nerves. ‘The peripheral nerves may be 
injured by gunshot wounds, stab wounds, crushing 
injuries, and by infectious toxins. Infectious 
neuritidies arise from infected wounds. Most 
frequent injuries are the gunshot injuries, which 
may be direct and indirect. Not only the nerves 
struck directly by the bullet are injured, but others 
more distant from the bullet canal. A distant 
action still unexplained takes place here. The 
symptoms of the distantly injured nerves retro- 
gress in time, whereas those symptoms due to direct 
injury of the nerye are more or less permanent 
unless operative measures are instituted and the 
nerve sutured. Examination does not _ reveal 
whether in a groin case of nerve injury a complete 
severance of the continuity of the nerve or only a 
complete functional inhibition with retained con- 
tinuity exists. 

In cases of nerve injury by blunt force without 
a penetrating wound, even in the presence of com- 
plete functional inhibition, a restoration of function 
is much more probable than in injuries by bullets. 
Operative interference is not at all considered in 
such cases. In stab wound injuries of peripheral 
nerves, it is possible only in the rarest of cases to 
obtain functional conduction without surgical 
interference. As a rule Hezel recommends that 


operations on the nerves be performed as soon as 
the necessity of such an operation is apparent, pro- 
vided the wound conditions permit. Not only motor 
disturbances, but also neuralgias at times are indica- 
L. A. JUHNKE. 


tions for surgical interference. 
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Heile and Hezel: Experiences in the Treatment 
of Peripheral Nerves Wounded in War (Unsere 
bisherigen Erfahrungen bei der Behandlung im 
Kriege verletzter peripherer Nerven). Beitr. z. 
klin. Chir., 1915, xcvi, 299. 


The scarcity of dependable data concerning the 
handling of wounds of peripheral nerves in previous 
wars and the extraordinary number of cases which 
have presented themselves in this war have led Heile 
and Hezel to report in detail the neurologic findings 
and operative procedures of forty cases. It is their 
intention to report later concerning the results 
obtained. 

Heile discusses the surgical procedures. He con- 
siders operative interference desirable if no im- 
provement has occurred in from four to six weeks 
after the injury was sustained. A general anes- 
thetic is to be preferred, not only because such 
operations require a long time, but because the 
hemorrhage which supervenes after a local anes- 
thetic is likely to interfere with the growth of the 
sutured nerves. 

In the majority of cases the nerve-trunk is not 
completely severed. It is of great importance to 
avoid injuring such unbroken fibers whenever 
possible. An attempt was made in some cases to 
search out the corresponding bundles in the prox- 
imal and distal ends and to suture them, but the 
difficulties were very great. Much time and care is 
required to dissect the nerve-trunk out of the scar 
tissue in which it is usually embedded. This may 
be facilitated by beginning at either side of the scar 
and loosening the nerve for a short distance in the 
healthy tissue, holding it up by thin strips of gauze 
and by gentle traction, putting the adherent por- 
tions on the stretch. The nerve-sheath is then split 
and loosened from the nerve-trunk. In the healthy 
portion this is easily accomplished with a blunt 
instrument, a small elevator, or strabismus hook. 


By the injection of air or salt solution, the sheath is . 


ballooned out and loosened from the trunk. Over 
the injured portion, the perineurium may be marked- 
ly thickened and pressing on the nerve. In such a 
case, a sharp instrument is required to loosen it. 
If neighboring bones are broken, there may be splin- 
ters of bone in the scar or even in the nerve, or the 
callus or bony spines may be pressing on the nerve. 
The separation of the very firmly adherent blood- 
vessels is very difficult and often further complicated 
by injuries to the vessel walls. These aneurismal 
enlargements often cannot be diagnosed in advance 
on account of the intervening scar tissue. 

When the proportion of broken to unbroken 
bundles is small, it is not so difficult to adapt the 
distal and proximal ends of the fibers which belong 
together, but when the proportion is reversed, this 
is frequently not possible. A little help may be 
obtained by laying the fibers in their apparent 
anatomical arrangement before suturing. The 
motor and sensory fibers may be distinguished by 
electricity, but this cannot always be used, as in the 
majority of cases the distal portion cannot be 
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stimulated by either the galvanic or the faradic 
current, and in others the proximal portion may 


fail to be stimulated. Electricity is, however, useful 


at the beginning of operation in badly distorted 
cases to distinguish the principal nerve-trunks, as 
the median from the ulnar, etc. It is hopeless to try 
to associate by this means the central and peripheral 
portions of individual fibers. Experience in former 
wars seems to show that such careful adaptation is 
not of great importance. Whenever the whole nerve 
was severed or severely injured, the necessary resec- 
tion was done and the ends sutured in the best way 
to avoid stretching, if possible. For suture material 
fine silk was used at first, later fine catgut. When- 
ever individual nerve fiber bundles remained intact, 
they were used as splints for the sutured ones. 
Unless tension made it necessary to go deeper, 
the stitches have included only the supporting sub- 
stance of the nerve, but it is always necessary to see 
to it that the portions brought into contact consist 
of pure nerve substance. 

Whenever the perineurium was sufficiently 
thickened to press upon the nerve, it was removed 
as a foreign body. It was also frequently removed 
in cases in which it merely showed definite symp- 
toms of inflammation, and especially in cases which 
showed symptoms of peripheral neuritis. In many 
cases the pain was permanently relieved in this way, 
in others it returned after a while, but these latter 
were apparently cases of ascending neuritis. The 
sheath should, in any event, be split lengthwise to 
free the nerve-bundles of the inflammatory exudate 
between them. Such an exudate may result from 
the suturing of the nerve. Therefore, the sheath 
should be split for several centimeters on both 
sides of the suture, and this slit should not be 
resutured. 

In cases requiring resection up to six centimeters, 
the central and peripheral ends of the nerve were 
dissected out of the soft parts‘and displaced sub- 
cutaneously as far as possible; the distance was 
decreased by flexion or extension, and finally, by 
fine spiral incisions in the perineurium, the ends 
were lengthened somewhat. Stay sutures along 
the sides of the nerve were used to assist in holding 
the approximated ends together, and if the tension 
was great, these stitches had to include nerve- 
bundles to avoid tearing out. Great care was exer- 
cised to see that nothing was interposed between the 
active nerve substance of the sutured ends. Finally, 
it is necessary to protect the sutured nerves from 
pressure, especially in cases of bone fracture. This 
is best accomplished by the interposition of a 
neighboring muscle, or a pedunculated muscle-flap. 

In cases in which it was necessary to use tubes, 
rubber tubes, prepared from pure rubber and not 
vulcanized, were used. The tubing was boiled in 
salt solution and split lengthwise. Prepared in this 
way it can be used to enclose the stumps of nerves 
or it can be used to protect the sutured nerve from 
its surroundings. 

Hezel describes the 40 cases in detail, giving the 
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point of entrance and exit of the bullet, which 
nerves were injured and how badly, a description of 
the findings upon operative exposure of the part, 
and the surgical procedures applied. The neurologic 
examination included, with a few exceptions, only 
the motor functions. The injuries were classified 
as severe, moderate, and light. In severe cases, the 
nerves were not responsive to either the galvanic 
or faradic current, and the muscles did not respond 
to the faradic and but sluggishly to the galvanic. 
In moderate cases the electrical irritability of the 
nerves was not absent, but materially reduced 
quantitatively, and sometimes altered qualitatively; 
the muscles qualitatively. Light cases showed at 
most quantitative reduction, no qualitative changes. 
The findings upon exposure of the injured area vary 
according to whether or not the nerve is com- 
pletely severed. If it is completely severed, both 
the ends are usually embedded in dense scar tissue 
with a space between them. Unless the operation 
is undertaken very early. the central stump will show 
a swelling consisting of a neuroma. Otherwise the 
severed nerves are not much enlarged, and the 
peripheral portion may even be somewhat atrophied. 
If the nerve is not broken, but merely grazed or 
crushed by the shot, there will be an irregular swel- 
ling of several centimeters length distal to the point 
of injury. This is doubtless caused by inflammatory 
exudate inside the nerve-sheath with consequent 
obstruction of the venules and lymphatics of the 
nerve. This swelling, which may be twice or even 
three times the diameter of the nerve, is gradually 
reduced, and induration of the nerve-sheath and 
interstitial tissue takes the place of the infiltration. 
In cases in which the nerve is penetrated by the shot, 
so that the sheath is opened, this distal swelling is 
entirely absent, and the nerve on both sides of the 
lesion is slightly swollen, soft, and reddened. Upon 
opening the sheath of a nerve that was not cut by 
the shot, one frequently finds more or less of the 
contained fibers ruptured with scar connective tissue 
between the ends of the fibers, and if sufficiently late, 
the beginning development of neuromata. These 
individual fibers, even as the whole nerve under 
similar circumstances, must be resected and the ends 
freshened before regeneration is possible. 

There is as yet no diagnostic method of deter- 
mining whether or not in severe cases there is 
destruction of continuity of the whole nerve or only 
of some of its fibers. Neurologic examination will 
show disturbance or absence of function, and in 
every case of absence of conductivity the possibility 
of loss of continuity must be considered. 

M. M. MATTHIEs. 


Voelcker, F.: Operative Findings in Gun-shot 
Wounds of Peripheral Nerves. Deutsche Ztschr. 

f. Chir., 1915, xlv, April 3. 
The author recommends an early operation in 
nerve injuries but it is necessary to wait for an aseptic 
condition of the wounds. He reports on sixteen 


cases. The most important operative finding is 
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callus degeneration of the tissue in the wound canal 
which often causes firm constriction of the nerve. 
The nerve has to be carefully dissected out of these 
callus masses and freed sufficiently for the following 
suture. Very often there is fixation of the nerve to 
the bone which frequently causes a great deal of 
neuralgic pain. The displacement of the severed 
nerve-ends may be not only longitudinal but also 
lateral and twists may occur, which conditions ne- 
cessitate painstaking preparation of the nerve-ends 
out of the mass of callus tissue. In totally severed 
nerves the suture was made with very fine catgut. 
In order to avoid reformation of adhesions a cuff 
of free fascia was laid around the union of the nerve- 
endings. A. STEINDLER. 


Caldwell, J. R.: The X-Ray Theater in War Hos- 
pitals. Lancet, Lond., 1915, clxxxviii, 854. 

At the Baltic and Corn Exchange Hospital 
in Calais the X-ray room is fitted up as an operating 
room, and operations for the removal of foreign 
bodies are performed upon the horizontal fluoro- 
scope. The room is perfectly dark for fluoroscopy, 
an automobile headlight immediately over the 
table furnishing the light when needed for the 
operation. 

In cases in which the external wound has healed, 
the foreign body is first located by fluoroscopy, the 
point of the forceps placed over the shadow, the 
lights turned on, and the operation proceeds in 
the usual way. From time to time the lights are 
turned out, the X-ray is turned on and the relative 
position of the forceps in the depth of the wound 
to the foreign body is noted. Moving the tube 
from side to side and noting the relative movement 
of the two is a very valuable means of estimating 
their approximate relationship. 

In septic cases where sinuses exist, after very 
careful cleansing, the foreign body is approached 
through the sinus, the same method of control by 
frequent X-ray examinations being used. 

By using these methods the author has been able 
to remove many foreign bodies from extremely 
difficult locations in cases where previous operations 
had proved unsuccessful. G. W. Grier. 


Mills, L.: Wounds Received in Battle; Observa- 
tions Made During Recent Service in Austria. 
J. Am. M. Ass., 1915, Ixiv, 1224. 


Mills served as a volunteer in the second eye clinic 
of the Vienna General Hospital in 1914 for a period 
of three months. He saw a total of 1,100 cases of 
projectile wounds, 332 of which were under his 
personal charge. The latter were 177 bullet wounds, 
95 shrapnel wounds, 4 shell wounds, 7 bayonet 
wounds, 17 accidental injuries, and 22 purely medical 
cases. 

Sixty-three per cent of the bullet wounds were 
infected, the shrapnel wounds showing over 85 per 
cent of infection. Of all septic cases, 58 came to 
operation. Six septic cases were lost as follows: 
3 perforating wounds of the knee (radical surgery 
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came too late); one was a comminuted compound 
fracture of the left forearm (tetanus — early opera- 
tion was refused); one death was due to peritonitis 
and pyopneumothorax, and one from meningitis 
(shrapnel perforation of lumbar spine). Two other 
deaths were due to perforation and pulpification of 
the cord. 

Three tetanus cases recovered under antitoxin 
and chloral. In one case amputation in the middle 
of the left forearm saved the patient’s life. 

Amputations were done for tetanus, gas bacillus 
infection, torsion, necrosis of a fractured leg, and for 
septic knee-joints, 

At first in phlegmons small incisions were the 
rule, but later large incisions proved necessary to 
insure thorough drainage. In practically all wounds 
of the bones comminution was extensive, the clean 
perforations being seen in only 2 out of 1o1 injuries. 

Recovery took place in one case of gunshot wound 
of the abdomen, in which the wound had healed 
before admission. Another case had a rifle wound 
received at a distance of about 400 yards. The 
bullet entered the right supraclavicular fossa, while 
the patient was lying on his left side, pierced the 
scapula, and followed the contour of the chest until 
it reached the eighth rib in the posterior axillary 
line. The missile comminuted the eighth, ninth, 
and tenth ribs, the fragments of which tore the 
pleura and peritoneum, seriously injuring the liver. 
Drainage was inserted. Death from peritonitis and 
pyopneumothorax. 

Of 6 cases of bullet wounds of the knee only 2 made 
a functional recovery. In infected wounds, lateral 
and posterior incisions and irrigation with H2O2 was 
the rule. One patient recovered by substituting 
saline solution for the HzOs Many could have 
been saved by early amputation, but this was re- 
fused and a grave general sepsis resulted. Large 
flaps were made in all amputations, and were held 
together by dressings, allowing access and drainage. 
All cases of lung perforation recovered. 

In three vertebral cases death ensued from menin- 
gitis. Laminectomy in one case showed pulpification 
of the cord. Recovery took place in one case 
presenting a small clean wound about 6 cm. to the 
right of the body of the eighth dorsal. There was a 
good functional result, in spite of a sharp left 
lateral curve. Another recovery was observed after 
removal of a shrapnel bullet from between the 
third and fourth lumbar vertebra, which produced 
slight pressure on the cord from spicule. 

Cases were seen with bullets passing through the 
whole length of the neck, sparing the cervical 
vessels and nerves. Laceration of such vessels on 
the battlefield resulted in death before first aid could 
be given. 

Close range shots of the cranium are fatal from 
fragmentation and disruption of the brain. A more 
favorable outcome was observed in guttering of 
the frontal bone with a corresponding guttering of the 
frontal convolutions. Trephining should often be post- 
poned until the usual mild infection has subsided. 
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The réntgen rays are an essential means to proper 
diagnosis. Thus, an apparently beginning triomus 
of tetanus proved a comminution of the right coro- 
noid process. 

Bayonet wounds at the front are very serious, if 
not fatal, but those which reach the hospitals are 
trivial but infected. 

The Austrian physicians, in spite of all previous 
writings, fell into the error at first of packing 
(tamponading) wounds, so that these were ready to 
burst from pus, gangrenous muscles, and bone 
fragments. Later this was corrected. This war has 
shown a greater incidence of sepsis than any previous 
wars since medieval times. Gustavus M. BLECcH. 


Wright, A. E.: Wound Infections; Some New 
Methods for the Study of the Various Factors 
Which Come into Consideration in Their 
Treatment. Proc. Roy. Soc. Med., 1915, viii, 41. 


In the present war the fact which is of astounding 
importance is that almost every wound is infected, 
some of them very badly so. 

The clothing and skin of the soldiers are usually 
in a filthy condition. The projectile passing through 
this zone of filth necessarily carries infection along 
its path, many times very deep and beyond the 
reach of antiseptics. This results in a primary 
infection of streptococcus with organisms from the 
feces, especially the gas bacillus and tetanus bacillus. 
Death may result from erysipelas. Cellutitis, 
tetanus, or gas gangrene. If the wound becomes 
open and aérobic conditions prevail a secondary 
infection with other pus organisms—especially 
bacillus proteus—may result. 

The author has undertaken a series of experi- 
ments in connection with wound infections. The 
first problem attacked was: Can the microbes 
which are found in wound infections live and 
multiply in the unaltered blood fluids? By means 
of capillary pipettes successive dilutions of pus 
were made, 1 to 10, 1 to 100, to 1 tO 100,000, 
These were then separately mixed with an equal 
quantity of normal serum. After incubation it 
was found that: (1) higher dilutions of pus gave 
only streptococcus; (2) lower dilutions gave strep- 
tococcus, staphylococcus, and an anaérobic bacillus; 
(3) all other organisms were inhibited or appeared 
only after fairly heavy sowing with pus and com- 
paratively late. 

Pyogenic organisms are therefore classified into 
(1) serophytes — those finding food-stuffs ready 
made in blood fluids and can, in the absence of 
phagocytes, grow without restraint; and (2) serosa- 
prophytes — those which cannot grow and multiply 
in the blood fluids until a change, probably a degen- 
erative change, has passed over those fluids. 

The next problem was to determine whether 
the lymph in a wound acted similarly to the normal 
blood serum. By means of a special glass leech it 
was possible to collect the lymph from the wall of 
a wound and obtain it practically free from phago- 
cytes. It was found that, whereas the wound 
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itself was teeming with many varieties of pus 
organisms, both serophytes and serosaprophytes, 
the lymph within the leech showed a pure culture 
of streptococcus. 

The problem next arose as to what was the cause 
of this “corruption of the lymph” in the wound 
which allowed all forms of organisms to grow. It 
has been shown that serosaprophytes require a 
change in serum before it can be utilized by them 
as food. This change is opposed by the antitryptic 
property of the serum. It is only when this anti- 
tryptic property has been overwhelmed by an excess 
of trypsin that the proper preparation of the serum 
for the serosaprophytes can result. Ina wound the 
antitryptic power of the serum may be overwhelmed 
by the trypsin obtained either from an especially 
large number of bacteria or by the trypsin liberated 
from broken down phagocytes. This “passive 
defense” of the blood afforded by its antitryptic 
power prevents microbes from converting to their 
uses the nutrient substances of the blood fluids 
and must greatly assist the ‘‘active defense” 
afforded by the phagocytes and the bacteriotropic 
substances in the blood. 

The next problem attacked was: What are the 
factors which influence the emigration of white 
blood corpuscles into the wound? The method 
used was as follows: capillary tubes were filled 
with blood and the chemotactic substance under 
question and immediately centrifuged. On clotting 
the cellular elements were at the bottom of the 
tube and, after incubation, it was possible to deter- 
mine how far the phagocytes had emigrated into 
the clear clot above. 

By this method the following data were deter- 
mined: (1) Leucocytes will move in any direction 
toward a chemotactic substance. (2) Anaérobic 
conditions are more favorable for emigration than 
aérobic. (3) Emigration occurs more freely at 
40° than at 37°; does not occur at 15° when exposed 
to a temperature of o° for one hour; when the 
temperature is raised emigration takes place as 
before. (4) Vapor of ether does not affect emigra- 
tion. Vapor of chloroform abolishes it. (5) Physio- 
logical salt solution causes vigorous emigration of 
white cells. Strong salt—e.g., 5 per cent solution— 
suppresses emigration. (6) Bacterial suspensions 
when concentrated suppress emigration; weaker 
dilutions cause vigorous emigration; very weak 
dilutions act only as diluent acts. 

The end-result in these tubes with blood and 
bacteria may be: (1) either destruction of the 
bacteria or (2) an ovér-running by the bacteria 
with the breaking up of the clot due to the liberation 
of trypsin from broken down phagocytes. 

In the treatment of wound infections the first 
method which suggests itself is the antiseptic 
method. Antiseptics are of great use as a pre- 
liminary application before operation and in 
recent superficially infected wounds; e.g., a com- 
pound fracture. In wounds in war, however, the 
conditions are different. When the wound reaches 
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the surgeon it is already infected deeply beyond 
the reach of antiseptics. The track of the projectile 
is blocked by blood-clot and hernia of muscle. The 
best that could be obtained in these infections 
would be only a partial sterilization and the in- 
fection would in a few days be as bad as before. 
Concentrations of the antiseptic which would be 
effective on the skin would be ineffective in a wound, 
because its action would be neutralized by the 
body fluids and pus. 

Is there any reasonable prospect of sterilizing 
the wound by the application of antiseptics? It 
is possible to sterilize the pus in the cavity of the 
wound. There are, however, recesses which cannot 
be reached and the granulation tissue in the walls 
of the wound hold microbes which it would be 
impossible to sterilize. Since it is impossible to 
sterilize a wound, what is the advantage to the 
patient of having the number of microbes reduced? 
Wright does not believe there is any advantage 
since the reduction is merely temporary. The 
soil may be even made more favorable for the 
microbes by the use of antiseptics. Apparently 
the only use of antiseptics in the treatment of 
wounds is as a prophylactic of the graver infections 
which were present before Lister’s time. As treat- 
ment the method is not effective. 

The next method discussed is called the physio- 
logical method. This method is the basis of the 
surgical methods usually advocated: namely, the 
opening and draining of abscesses; free incisions 
into infiltrated tissues; hot fomentations; leaving 
operation wounds unsutured; and dispensing with 
flaps. These methods cause an outflow of pus 
with the influx of fresh lymph and phagocytes. 
It is of advantage in most wounds to have a marked 
outgoing current of lymph with sufficient phagocytes 
with it to antagonize microbes present but not to 
destroy the antitryptic power of the serum. In 
wounds where the infection is in dry and infiltrated 
tissues with a small amount of serum exuding, it 
may seem undesirable to have emigration of many 
phagocytes, else their destruction in the absence 
of fresh lymph may result in the overpowering 
of the antitryptic substance in the serum. This 
would result in a favorable medium for serosapro- 
phytes. 

The lymphagogue which the author has used 
successfully for many years consists of a solution 
of sodium chloride 5 per cent, sodium citrate 
0.5 per cent. 

The third method of treatment is vaccine therapy. 
In civil life vaccines have proved eminently success- 
ful in prophylaxis of certain diseases and in the 
treatment of certain local infections. In war, 
experiments have not been carried out to an extent 
to warrant conclusions. In cases of erysipelas and 
cellulitis the results are often brilliant. In well- 
drained wounds vaccines seem to favor phagocytosis 
and increase the outpouring of lymph. In closed 


wounds and in septicemia, vaccines do not appear 
J. H. Sxizes. 


to give good results. 
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Chapple, H.: Cancer of the Cervix. Guy’s Hosp. 
Gaz., 1915, xxix, 189. 

The author attributes the hopeless condition 
of many patients to three factors: 

1. That the early stages of the disease are ac- 
companied only by slight signs. 

2. That these signs are usually only irregularities 
of normal phenomena in women, and so are disre- 
garded by them and, very frequently, by their 
medical attendants. 

3. The repugnance with which most women re- 
gard the suggestion of a pelvic examination. 

In making a diagnosis, three conditions may 
simulate the ulcerating type of cervical cancer: 

1 Syphilitic chancre, which is so rare as to be 
almost negligible. Its nature is soon made manifest 
by the secondary symptoms that follow. In any 
case an early diagnosis is usually not made, except 
by the microscope. 

2. Tuberculous ulceration is not nearly so com- 
mon, and the differential diagnosis will usually re- 
quire the microscope. 

3. Erosion which imparts to the finger superficially 
a soft feeling, well described as velvety, whereas the 
deep tissues often are very hard. It is not friable 
and although it bleeds, the hemorrhage is not nearly 
so free as in the case of cancer and no particles of 
growth come away on the examining finger. 

In'the inoperable cases there are three factors to 
be dealt with: hemorrhage, foul discharge, and pain. 

The abdomen is opened in its lower segment, the 
ovarian vessels are tied and the ovaries removed. 
The internal iliac arteries are then exposed and liga- 
ted securely. The ureters are dissected out and 
freed along their pelvic length, and the glands are 
dissected off the iliac vessels en masse on both sides, 
reaching from the obturator foramen to the bifur- 
cation of the aorta. The peritoneum is then re- 
stored and the abdomen closed in the usual way. 
Ten days later the patient is placed in the lithotomy 
position and the mass removed with a sharp spoon. 
There is no hemorrhage and the scraping process 
can be most efficient. The edge of the growth is 
treated with diathermy. Epwarp L. CornNELL. 


Maurer, A.: The Results of Sixty Abdominal 
Hysterectomies for Cancer of the Cervix (Les 
résultats de soixante hystérectomies abdominales 
pour cancer du col de l’uterus). Rev. de gynéc. et de 
chir. abd., 1914, xxiii, 97. 


Maurer describes a series of 60 abdominal hyster- 
ectomies for cancer of the cervix performed at the 
Broca Hospital from 1905 to 1913. The case his- 


tories are given in detail, together with the histo- 
logical examination in 53 cases, and illustrations of 
many. The total mortality was 28.3 per cent. He 
makes a comparison of the value of simple abdom- 
inal hysterectomy and the extended operation, in- 
cluding extensive removal of the parametrium and 
in 9 cases bilateral ligation of the hypogastric. In 
the 30 simple cases the mortality was 26.6 per 
cent; in the 30 cases of extended operation the 
mortality was 30 per cent. Considering the fact 
that the latter were the most advanced cases, the 
mortality is practically no greater. The extended 
operation has the advantage of carrying the opera- 
tion into normal tissue, so that there is no incision 
through cancerous tissue and therefore no possibility 
of infection or inoculation with cancer-cells. Neither 
is the operation any more serious with ligation of 
the hypogastrics. This preliminary ligation is to be 
recommended, for the patients suffer less shock, as 
ligation makes the field of operation bloodless and 
aids in avoiding manipulation while isolating the 
ureter and excising the parametrium. There was a 
greater percentage of survivals for a longer time 
after the extended than after the simple operation. 
A. Goss. 


Heineberg, A.: An Improved Method of Suturing 
the Flaps in Amputation of the Cervix. Am. J. 
Obst., N. Y., 1915, Ixxi, 751. 


The author sutures the flaps after a single flap 
amputation or tracheloplasty procedure as follows: 
A chromic catgut suture, designated a tension su- 
ture, is armed at each end with a well-curved needle. 
Each needle is passed through the flap about a 
quarter of an inch from its edge; the points of intro- 
duction are on the raw surface of the flap one-eighth 
of an inch on each side of the median line, and the 
points of emergence are on the vaginal surface of 
the flap. Both needles are then introduced through 
the base of the flap at the junction of the raw sur- 
face and the mucous membrane of the cervical 
canal. They are passed through the entire thick- 
ness of the lip of the cervix and made to emerge upon 
the vaginal surface about three-quarters of an inch 
apart. After sufficient traction has been applied 
to the ends of the sutures to invert the flap and 
bring its edge and base into accurate apposition the 
ends of the sutures are tied to each other. The 
other lip is sutured in the same manner. 

The two lips of the cervix, which has been sepa- 
rated by the amputation, are drawn together by a 
mattress suture placed in each side of the cervix 
about a quarter of an inch external to the canal. 
This suture begins in the vaginal surface of the 
anterior lip about one-half of an inch above the edge 
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of the flap and emerges upon the raw surface of 
the flap near its base. It is then passed through the 
lower lip from the raw to the vaginal surface. Ina 
like manner it is passed back through both lips on a 
line one-quarter of an inch external to the first. 
When the two ends of this suture are tied to each 
other the tension should be sufficient to insure 
hemostasis and approximation of the edges of the 
lips. These edges are then held in accurate apposi- 
tion by interrupted sutures which should be 
placed superficially, and firmly but not tightly tied. 
Care must be taken to avoid injury to the bladder 
by the suture which pierces the entire thickness 
of the anterior lip of the cervix. C. H. Davis. 


Gardner, W.S.: Hypertrophies of the Endometrium. 
J. Am. M. Ass., 1915, Ixiv, 1831. 

In the study of the pathologic conditions of the 
endometrium which are not the results of infection, 
several are encountered that may be confused with 
each other, or with the normal endometrium, or with 
adenocarcinoma of the body of the uterus. The 
premenstrual endometrium is the normal form most 
frequently mistaken for some pathologic state; but 
occasionally a hypertrophic endometrium with nar- 
row contracted glands, unless care is exercised, may 
be mistaken for a normal post-menstrual type. 
Among these non-inflammatory hypertrophies are 
those associated with extra-uterine pregnancy, with 
ovarian growths, and a third group for which we 
have at present no adequate explanation and which 
may be divided into two groups, the glandular and 
the interstitial. 

Non-malignant overgrowths of the endometrium 
are comparatively common. In some instances the 
whole endometrium is thickened; in others there are 
found pedunculated masses of greater or less ex- 
tent. They occur most frequently between the ages 
of 40 and 50, but are also found at periods of life 
both earlier and later than this. 

The symptom that attracts the attention of the 
patient is hemorrhage. This hemorrhage is a 
persistent, but not a profuse flow, in most cases, 
resembling in quantity a rather free menstrual 
period and continuing for weeks or months. In 
this it is not unlike the bleeding due to adenocar- 
cinoma of the body of the uterus, and since the age 
incidence is the same, it is very important that we 
should have some definite means of distinguishing 
between them. The only reliable method is by the 
proper interpretation of microscopic examinations 
of uterine scrapings. Epwarp L. CornELL. 


Whitcher, B. R.: Uterine Carcinoma and Its 
Prompt Diagnosis. Jntersi. M.J., 1915, xxii, 388. 

As a means of prophylaxis against uterine cancer 
the following is advisable: 

1. In from six to eight months after confinement 
the attending physician should visit his patient and 
make a careful and thorough examination, so as to 
determine whether there has been any traumatism, 
and, if so, its nature and extent. 


2. Every woman who has borne children should 
be examined once a year by a competent physician 
until she is 55 years old, and in that way a large 
number of cancer cases could be diagnosed and 
cured in their early incipiency. 

A work of educating the public along this line 
has of late been attempted at Kénigsberg, by Win- 
ter. The dangers of cancer have been pointed out 
by an article in a leading daily paper, giving explicit 
details of cancer and the importance of its early 
diagnosis, showing that most cancer cases are cur- 
able if only operated upon in time. 

Epwarp L. CornELL. 


Clark, S. M. D.: Preliminary Report on the Use of 
the Percy Cautery in Carcinoma Uteri, with 
Especial Reference to Its Use as a Forerunner 
to the Wertheim Operation. Surg., Gynec. & 
Obst., 1915, XX, 558. 


The author refers to the work of Byrne and 
advances various reasons as to why the results of 
cauterization after his method have been disappoint- 
ing in other hands. He gives credit to Percy for 
introducing a definite technique for the cauteriza- 
tion of cervical carcinoma. He calls attention to 
the value of the water-cooled specula and the electric 
cautery and the manner of controlling the heat by 
means of the hand in the abdomen. The fact is 
noted that cancer-cells are killed if raised to a 
temperature of 113° F., whereas normal cells are 
not injured until the temperature exceeds 131° to 
140°. 

At first the author used the Percy cauterization 
only in surgically abandoned cases. There was 
striking improvement as regards hemorrhage, 
toxemia, appetite, pain, and the patients’ general 
condition. It is claimed that unquestionably the 
life of these patients was prolonged. He mentions 
two of his cases which became operable after repeated 
cauterization. In these cases numerous microscopi- 
cal examinations of the tissue removed by the Wer- 
theim technique failed to reveal any carcinoma. 
He refers to other cases in his clinic which are 
improving to such an extent that he hopes they 
will be able to stand a radical operation. 

He quotes statistics from the London Cancer 
Hospital to the effect that in 100 autopsies on women 
who died of uterine cancer, 46 per cent had no 
extrapelvic lymphatic involvement. 

In borderline cases, the Percy method is used 
with the idea of transforming the cases into frankly 
operative ones. In any case with ulceration, pre- 
liminary cauterization stops bleeding and infection 
and lessens the toxemia, thereby making the case 
a better operative risk. The preliminary cauteriza- 
tion takes from thirty to fifty minutes; therefore 
he does the radical operation at a second sitting. 
He feels that a judicious combination of the heat 
plan of treatment and that of total ablation by the 
Wertheim method offers possibilities for the greatest 
percentage of permanent cures. 

In the earliest type of cases an immediate pre- 
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liminary cauterization is done, lasting about twenty 
minutes. This preliminary destruction of super- 
ficial carcinomatous cells lessens the chances for 
grafting of malignancy during the radical operation, 
which immediately foHows. 

Twenty-five of the author’s cases have been 
treated, following with some modifications of the 
Percy idea. Most of the cases were operated upon 
within the last seven and one-half months. At 
present the electric iron is used and care is taken not 
to carbonize the tissues. No curetting is done. In 
the proliferating external type of carcinoma, the 
cutting blade of the cautery is used when the mass 
prevents access of the cautery to the cervical canal. 
In the case of very large external masses, the abdo- 
men is not opened at the first sitting. This may be 
done at the next cauterization about three weeks 
later. 

Two serious hemorrhages, one followed by death, 
are reported. The death occurred in a very advanced 
case. To avoid hemorrhages the author contem- 
plates ligating both uterine veins and one ovarian. 
Since writing the paper, he states that he has ligated 
both internal iliac veins and one ovarian during 
the first laparotomy, in six cases. 

Two modifications of the Percy specula are used. 
One of these is made in halves fitting into each other, 
to be separated after insertion by means of handles. 
The other is made conical to obviate forcible dila- 
tation of the vagina. 

He considers that the introduction of heat and 
the principle of starvation by means of ligation of 
the internal iliacs are distinct advances in the 
treatment of cervical cancer. 


Klein, G.: Combined Radiotherapy of Carcinoma 
of the Uterus and Breast (Mehrijihrige Erfolge 
der kombinierten Aktinotherapie bei Karzinom des 
Uterus und der Mamma). Miinchen. med. 
Wchnschr., 1915, \xii, 499. 


In a recent article Klein described his technique 
for treating carcinomata with a combination of 
mesothorium or radium rays, injection of chemical 
substances, and réntgen therapy. In this article 
he repeats the technique and gives the results in 100 
cases of carcinoma of the uterus and breast. He 
found in a large percentage of inoperable cases that 
the patients were kept in good condition for two 
years or more. While the effect may not be per- 
manent, even that is much better than the results 
usually attained by cauterization. In another 
series of cases in which the method was used after 
operation the patients have been kept free from re- 
currence for periods of three to three and three- 
fourths years. A. Goss. 


Cleland, F. A.: Uterine Hemorrhage at and After 
the Menopause. Canad. M. Ass. J., 1915, Vv, 389. 
Cleland accepts Clark’s theory of ovarian de- 
generation as the factor governing the menopause. 
The effects of the menopause may be exerted at any 
time during a period of thirty years and should 
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never be accepted as the cause of excessive men- 
struation. He makes a plea for public education 
regarding uterine cancer: insists that the question 
of malignancy shall be first determined in all such 
cases, and condemns the curette except for this 
purpose. Endometritis is excluded as an explana- 
tion for menorrhagia at the menopause, and the 
treatment for other possible causes is briefly out- 
lined. W. H. Cary. 


Healy, W. P.: Arteriosclerosis and the Control of 
Uterine Hemorrhage. Y. M. J., 1915, ci, 
996. 


The author believes that uterine haemorrhage 
may be secondary to arteriosclerosis in the heart, 
liver, or kidneys without marked involvement of the 
blood-vessels of the uterus; or that a sclerosis may 
occur in the uterine vessels without any evidence 
of its existence elsewhere in the body. The uterine 
arteries are subject to the same general causes that 
produce arteriosclerosis, but menstruation, abortion, 
pregnancy and inflammation are no doubt import- 
ant factors which lead to the development of sclerot- 
ic changes in the uterine vessels. While hysterec- 
tomy is the common form of treatment for persis- 
tent bleeding from sclerosis of the uterine vessels, 
these cases should be given the benefit of treatment 
by radiation, either with the X-ray or radium, be- 
fore subjecting them to the greater risk of hysterec- 
tomy. L. K. P. Farrar. 


Barringer, E. D.: Acute Traumatic Displacement 
of the Uterus. Am. J. Obst., N. Y., 1915, Ixxi, 758. 
The author agrees with other writers that acute 
traumatic displacement of the uterus is rare, but 
she has seen six definite cases during the past ten 
years. The symptoms may be well-defined or very 
vague, and the diagnosis may be sprained back, 
contusion of the coccyx, spinal concussion, “rail- 
way spine,” etc., but she believes that these cases 
may be recognized if the examining physician will 
associate an acute uterine displacement with the 
following symptoms: 

1. Pain, which is usually complained of in the 
lower portion of the sacrum and coccyx. If the 
patient attempts to stand she may complain of 
slight nausea and vague distress in the epigastrium. 
Pain is often localized over the sacro-iliac synchon- 
drosis or down the course of the sciatic nerve. 
Pain in the region of the section and painful 
defecation may be complained of. Headache, 
generally occipital in type, may also be a prominent 
symptom. 

2. Bladder irritability is often complained of and 
may be a most distressing symptom. 

3. Change in the type of menstruation is some- 
times noted. There may be a uterine hemorrhage 
following the accident—this occurred in one case. In 
two cases menstruation had become painful, pro- 
longed, and too frequent. One case had amenor- 
rhoea. One case treated early had little change in 
menstruation. 
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4. A characteristic posture and gait are noted 
with uterine displacements. The shoulders are 
generally stooped forward, with the head carried 
slightly forward, and the dorsal and lumbar spine are 
held in a position of slight kyphosis, the appearance 
being very similar to the posture of traumatic 
lumbago. 

Early diagnosis and treatment are very important. 

C. H. Davis. 


Cherry, T. H.: Post-Partum Retrodisplacement of 
the Uterus. N.Y. M.J., 1915, ci, 889. 

The author finds that displacement of the uterus 
occurs more frequently as the patient progresses 
in her puerperium up to the sixth or eighth week than 
at the end of the second week, the usual time for 
making post-partum examinations. In a series of 
dispensary cases of retrodeviation of the uterus, 70 
per cent were found to have followed an abortion 
or labor, and only 30 per cent occurred from other 
causes. Subinvolution of the uterine ligaments 
together with laceration of the cervix and pelvic 
floor, is the chief factor producing a displacement of 
the uterus, but abuse of the abdominal binder during 
the puerperium, the dorsal posture, a full bladder, 
or straining at stool, influence the tendency to this 
condition. 

Preventive treatment may be instituted in the 
months before confinement by outdoor exercise and 
massage. Mild exercises of the arms, legs, and 
abdominal muscles may be renewed on the second 
or third day post-partum to favor involution of the 
tissues. 

All perineal and all deep lacerations of the cervix 
should be immediately repaired. Involution of the 
uterus is aided by the lateral, prone, and knee- 
chest positions, the use of ergot, hot douches, and 
tampons, and by nursing, which should be insisted 
upon for a period of at least two months. When a 
retrodisplacement has occurred, the introduction of 
a pessary is advisable, and if it is worn for several 
months the result is usually most satisfactory. 

L. K. P. FARRAR. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Léhnberg, E.: Conservative Operation on the 
Ovaries (Beitrag zur Kasuistik der erweiterten 
Ovarienresektion nach Menge). Zentralbl. f.Gyndk., 
IQ15, XXXiX, 297. 

Conservative surgery of the ovaries has been 
gaining adherents steadily in recent years. Matthei 
held that resection was to be preferred to odpho- 
rectomy only when a part of the ovary was visible 
macroscopically as normal tissue. Menge extended 
this indication to include cases where no normal 
ovarian tissue was visible. Even where the whole 
ovary is apparently transformed into tumor he 
shells out the tumor leaving a remnant of tissue in 
the hope that it may contain enough normal ovarian 
tissue to continue menstruation. Lohnberg 
describes two cases which he operated upon in this 


way. The ovaries were apparently transformed 
entirely into cysts, but he left a little tissue. In one 
case the menses were resumed and continued 
regularly, and finally conception took place. In the 
other the patient menstruated only once, and then 
the menses stopped again. But even in this case 
there was evidently a little normal ovarian tissue 
retained, and the other case shows that the possi- 
bility of conception may be preserved even in 
apparently hopeless cases. A. Goss. 


Guthrie, C. C.,and Lee, M. E.: Ovarian Transplan- 
tation. J. Am. M. Ass., 1915, lxiv, 1823. 

Two sister puppies 3 months old were operated on, 
the ovaries in each case being removed and trans- 
planted into the other animal. At this time the 
organs measured about 6 mm. in length. The an- 
imals were operated on simultaneously. Each 
ovary was exposed and its pedicle firmly grasped 
throughout its entire extent by curved forceps. A 
fine silk thread was then passed through the base of 
the ovary by means of a cambric needle; the ovary 
being then completely separated from the pedicle 
with a knife and instantly transferred to the other 
animal and fastened to the pedicle of the former 
ovary by means of the thread previously inserted 
into its base. 

The animals made uneventful recoveries and 
appeared the same as dogs not operated on. One 
was lost, while the other was killed through accident 
eighteen months after operation, at which time 
the animal was in good condition. The right 
ovary appeared normal and was much larger than 
at the time of transplantation. It was whitish 
pink and showed a few dark spots. The left ovary 
was represented by a cystlike mass the size of a 
navy bean. It was dark in color and soft to the 
touch. When the capsule, which was markedly 
thickened, was opened, a small gelatinous mass 
was found. It was clear to pale yellow and meas- 
ured about 10 by 4 by 2 mm. As no attempt at 
mating the animal was made, the experiment is 
not conclusive as to the possibility of pregnancy. 

The result leads us to believe that ovarian trans- 
plantation in dogs is not only feasible, but also 
offers a promising means of obtaining information 
regarding optimum conditions for success as well as 
heredity. Epwarp L. CorNneELL. 


Kohlman, W.: End-Results of Round Ligament 
Fixation. South, M. J., 1915, viii, 383. 

In cases where the round ligaments have been 
found normal, the Gilliam-Doleris method of fixa- 
tion was employed, with the modification that the 
ligaments were fastened under the fascia, or in suit- 
able cases the abdominal operation following the 
suggestion of Rumpf and Palm was finished with an 
Alexander-Adams fixation. The results of these 
operations have been found uniformly satisfactory. 

In cases where the round ligaments are infil- 
trated, preventing their being drawn to the more 
superficial structures for fixation, a modified Ols- 
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hausen method or a fixation method advised by 
Leopold, Czerny, and Kelly is used. Bumm’s 
modification of the Olshausen method is the one 
recommended. It has been employed in 216 cases. 
Of these, 70 cases have been followed since opera- 
tion, 60 of whom were found in good condition and 
free from important symptoms. Eight of the cases 
have been pregnant since the operation and have 
passed through a practically normal delivery. Con- 
sidering that most of the cases had severe pathological 
conditions complicating fixed retro-flexion, the author 
believes that the results gained by this method 
have been very favorable. C. D. Haucu. 


Hiissy, P., and Wallart, J.: The Interstitial Gland 
and Its Relation to Réntgen Castration (Inter- 
stitielle Driise und Réntgenkastration). Zéschr. 
f. Geburtsh. u. Gynik., 1915, Ixxvii, 177. 


The authors give a detailed histological descrip- 
tion, illustrated by a colored plate, of the ovary and 
uterus of a case of myoma treated by réntgen rays. 
They conclude that the rays have a destructive 
elective action on the follicles of the uterus. How- 
ever some primordial follicles may escape degenera- 
tion and remain intact. The interstitial gland is 
not only not injured, but seems to hypertrophy. 
Therefore the effect produced by réntgen treatment 
of myoma is not simply a castration; that is, a de- 
struction of ovarian parenchyma. If we ascribe an 
internal secretion to the interstitial gland, it may be 
assumed that it vicariously takes over the function 
of the follicular system of the ovary. This would 
explain the fact that the symptoms of the menopause 
are so much less severe after réntgen castration than 
after operation. This, however, is only hypothetical 
as there has been no experimental demonstration 
that the interstitial gland has an internal secretion. 

The chief change found in the endometrium is a 
sclerosis of the blood-vessels. It is questionable 
whether this is due to the rays, because some authors 
have found sclerosis after operation and Pankow 
found a physiological sclerosis during menstruation. 

Recurrences after treatment cannot be absolutely 
prevented, because with the present technique the 
physician cannot be certain of having destroyed all 
the follicles. Recurrences are due to the survival 
of some of the follicles. A. Goss. 


Neisser, A.: Etiology of Diseases of the Adnexa 
(Zur Frage der Atiologie der Adnexerkrankungen). 
Med. Klin., Berl., 1915, xi, 511. 


In all cases of diseases of the adnexa occurring in 
young married women where there is a history of 
gonorrhoea in the husband it has been assumed that 
the gonococcus was the cause of the disease, even if 
no gonococci could be demonstrated in the man’s 
secretions at the time. Neisser protests against this 
assumption, on the ground that it is not justified and 
that it often causes unhappiness and divorce in 
cases where it is possible that other bacteria may 
have caused the disease. He urges a more thorough 
study of the urethral and vaginal flora by both 
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gynecologists and urologists in order to settle the 
question of the origin of these conditions. To 
assume that they are all gonorrhoeal may also lead to 
mistaken specific treatment with gonorrhceal vac- 
cines. He believes that the failure of gonococcus 
vaccine in many cases is due to this cause. 

If an effective specific therapy is devised the 
bacterium causing the disease must be isolated in 
each case. Orlowsky has recently asserted that the 
urethral secretions after gonorrhoea, even when 
they do not contain gonococci, contain a gonococcus 
toxin that may produce a cervical catarrh. Neisser 
holds that there is no evidence that this is the case. 

A. Goss. 


Briggs, H.: The Coxalgic Pelvis. J. Obst. & Gynec. 


Brit. Emp., 1914, Xxvi, 212. 

The feature of the coxalgic pelvis is its asymmetry, 
almost entirely due to alterations in the innominate 
bones, commonly the product of unilateral hip-joint 
disease, with ankylosis in childhood, and occasionally 
the cause of a severe dystocia in the adult woman at 
or about the full term of pregnancy. 

The author’s discussion is concerned chiefly with 
the question as to whether the type of pelvis is 
raised or lowered on the diseased side. Photographs 
of recent patients are presented, as well as one 
X-ray plate. Brief records of five patients are also 
included, all of whom had lateral tilting of the pelvis. 
In each the left half of the pelvis, the diseased side, 
was raised. In four cases right occipito-anterior and 
in one left occipito-anterior were recorded as the 
positions of the vertex presentations. 

Two of the patients were delivered spontaneously; 
one by forceps, one by induction of labor, and one 
by craniotomy. 

The author’s conclusion is that the diseased side 
is raised and that the mechanism of labor is thereby 
favorably influenced in the moderately contracted 
coxalgic pelvis. CaREY CULBERTSON. 


EXTERNAL GENITALIA 


Zangemeister, W., and Kirstein, F.: Auto-Infec- 
tion (Zur Frage der Selbstinfektion). Arch. f. 
Gyndk., 1915, Civ, 

This article is devoted to answering Bumm and 
Sigwart’s argument against the existence of auto- 
infection from vaginal bacteria. Statistics are 
cited from various publications and from the authors’ 
own examinations of vaginal secretions showing that 
the morbidity from puerperal fever is least in cases 
with no bacteria in the vagina before delivery, greater 
in cases with non-hemolytic streptococci, and great- 
est in those with hemolytic streptococci. A. Goss, 


Wilcox, S. F.: Button Suture in Anterior Col- 
porrhaphy. Surg.,Gynec. & Obst., 1915, xx, 616. 
This operation is of especial use -in connection 
with the one of plaiting the round ligaments, be- 
cause it narrows and lengthens the vagina, and it 
also makes a thick firm line of union. 
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A buttonhole is made in the vaginal mucous 
membrane just anterior to the cervix uteri. A wide 
blunt dissection is made by spreading the blades of 
a pair of blunt scissors inserted into the opening. 
The vaginal mucous membrane is then split from 
the cervix to the base of the urethra. Ordinary 
pearl buttons are threaded on a double thread of 
ten-day catgut and are then passed across the 
wound from the base of one flap to the other. From 
four to six button sutures may be required. 

The free ends of the threads are then tied over 
the buttons and the bases of the flaps drawn to- 
gether, but not too tightly. There are then two 
broad flaps, which are trimmed down to a quarter 
of an inch above the buttons and the edges whipped 
together with catgut. No sutures require removal 
and the buttons come away in about ten days. 


MISCELLANEOUS 


Burnam, C. F.: A Brief Outline of the Status of 
Radium Therapeutics. Bull. Johns Hopkins 
Hosp., 1915, Xxvi, 190. 

This paper summarizes the experience gained in 
the last eight years in the treatment of nearly 1,300 
cases at the private hospital of Howard A. Kelly, 
Baltimore. The marked selective tendency of 
radium in picking out the pathological cells and 
leaving the normal tissues unaffected is explained 
on the supposition that the normal cells have the 
advantage of protective body fluids. This is seen 
in the different reactions which are sometimes 
produced in the same kind of tumor under exactly 
the same radiation in different individuals. Both 
B- and y-rays are used in surface or near-surface 
applications, while y-rays alone are employed in 
the treatment of deep-seated processes. 

The results reported may be briefly summarized: 
Cures were obtained in 95 per cent of fibroid tumors 
of the uterus, in all cases of pruritis and kraurosis 
vulve, lupus vulgaris, rhynophyma, lupus erythe- 
matosus, acne rosacea, birthmarks of the port-wine, 
the angiomatous, the pigmented, and hairy mole 
types, macrocheilia, and macroglossia. One colloid 
carcinoma of the thyroid was cured. Cures are 
also reported for papillary and basal-cell carcinomata 
of the larynx, sarcomata of the neck of the small 
round-cell and angiomatous type, skin sarcomata 
including melanotic sarcomata and _basal-cell 
epitheliomata of the rodent ulcer variety. Radium 
was found to have a remarkable action in controlling 
excessive uterine hemorrhage. Improvement was 
noted in cases with inoperable and recurrent car- 
cinomata of the cervix uteri and of the vagina, with 
metastases from cancer of the body of the uterus, 
the cervix, and vagina, with papilloma and papillary 
carcinoma of the bladder, with tubercular and other 
chronic ulcers, with multiple polyposis of the rec- 
tum, with mediastinal tumor, with tumors of the 
breast and the metastases of such, with colloid 
and exopthalmic goiters, with basal-cell epithelio- 
mata and with sarcomata of the tonsil, with Hodg- 


kin’s disease, and with tubercular glands of the 
neck. Single cases with sarcoma of the kidney, 
enlargement of the spleen, and benign hypertrophy 
of the prostate were benefited. No improvement 
was noted in 5 per cent of fibroids of the uterus, 
in squamous-cell carcinomata of the bladder, in 
mucous membrane cancers of the mouth, with the 
exception of the lip epitheliomata, and in spinous- 
cell cancer of the skin. 

The author states in conclusion that treatment 
with radium is indicated in benign growths pre- 
liminary to surgical intervention, in all inoperable 
malignant growths, particularly sarcomata, and in 
the operable malignancies where an operation will 
cause great disfigurement. Surgical methods and 
radium should be combined in the treatment of 
operable malignant growths. No one type of tumor 
is curable in all cases and some types respond to the 
treatment in only a small percentage of cases. When 
used intelligently, in connection with other known 
methods of treatment, radium is a valuable thera- 
peutic agent. Frank Hinman. 


Corley, K. C.: Sacro-Iliac Strain. Am. J. Obst., 
Y., 1915, Ixxi, 595. 

The author finds that rest is of value but is not 
sufficient to effect a cure. The first step in his 
treatment of this condition is to apply a dressing 
of adhesive plaster. The adhesive plaster is cut into 
strips about two inches wide and long enough to 
reach from just posterior to the anteroposterior 
median line about on a level with the iliac crest, 
downward across the back, just posterior to the 
anteroposterior median line at a level of the great 
trochanter of the femur. It is important that the 
strips do not extend anterior to the anteroposterior 


‘median line for the reason that great discomfort is 


attended upon the drawing across the abdomen. 

In applying the strips have the patient prone on a 
flat hard bed. Securely attach one end and having 
some one hold it, grasp the free end with the right — 
hand pulling forcibly, making counterpressure with 
the left hand against the ilium, at the same time 
bringing the free end of the plaster in contact with 
the skin. This is done alternately from side to side, 
each strip overlapping the preceding one by one-half. 
When a patient is relieved from pain and disability 
by such a dressing the diagnosis is clear and arrange- 
ments should be made for some form of permanent 
dressing. Ina series of 193 cases about 20 per cent 
were associated with pregnancy. C. H. Davis. 


Fothergill, W. E.: Anterior Colporrhaphy and 
Amputation of the Cervix Combined as a 
Single Operation for Use in the Treatment of 
Genital Prolapse. Am. J. Surg., 1915, xxix, 161. 


In prolapsus the two lateral pedicles of the uterus 
are elongated so that the cervix drops forward 
and downward, the body of the uterus passing 
backward into a position of retroversion.. By 
combining the operation of anterior colporrhaphy 
and amputation of the cervix with the union of the 
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lateral pedicles in front of the stump, the cervix is 
held posterior and the cystocele is cured. 

Instead of the oval denudation of the anterior 
vaginal wall, the author advocates removing a 
triangular flap of mucous membrane. The apex 
of the triangle is at a point just behind the urethral 
orifice and the base is posterior to the cervix at the 
point of junction of the cervix with the posterior 
vaginal wall. Its lateral extremities are about one- 
half inch from the junction of the cervix and vaginal 
wall. 

He first outlines this triangle by incising the 
mucous membrane. Following this the anterior 
wall is denuded from the apex backward, leaving 
the mucous membrane attached to the cervix. The 
cervix is then amputated and the specimen thus 
removed shows the above described triangle with 
the amputated cervix in the middle of its base. 

In closing, the first suture passes posteriorly 
through the cervical canal and is brought out in the 
mid-line of the posterior vaginal wall. After trying 
this, sutures are inserted in a similar manner on 
each side until the stump of the cervix is covered 
and the wound edges approach each other in the 
mid-line. The sutures must be tied with the fingers 
in the vagina, as the edges of the wound will not 
come together unless the uterus is well within the 
pelvis. The anterior wall wound is closed by inter- 
rupted catgut sutures. 

Following this operation an overcorrecting peri- 
neorrhaphy is not required, and the author ad- 
vises one that will admit a large finger easily when 
all of the sutures have been inserted. 

Besides combining two operations in one, the 
author finds that it gives results superior to those 
previously secured. The operation stands the test 
of parturition without recurrence of prolapse. For 
one having some experience with the procedure, it is 
not only quicker but is more easily done than the 
usual amputation of the cervix followed by colpor- 
rhaphy. A. C. BEcK. 


Aschheim, S., and Meidner, S.: Intensive Meso- 
thorium Treatment of Gynecological Car- 
cinomata (Erfahrungen mit intensiver Mesothor- 
bestrahlung bei gynikologischen Karzinomen). 
Ztschr. f. Geburtsh. u. Gynak., 1915, \xxvii, 82. 


Aschheim and Meidner give detailed case histories 
of 17 cases of gynecological carcinomata, principally 
of the uterus, but including one of chorio-epithelioma 
and a few vaginal cancers. They had about 140 
grams of radio-active material, radium, and meso- 
thorium. It was enclosed in glass tubes lined with 
silver. For filters they used lead 1 to 3 mm. thick. 
The material was inserted in the vagina or cervix 
and left from a few hours to a day. Intervals of 
one or several days were left between treatments. 

Six of the patients died in the hospital. Five of 
them have been lost track of. They left the 
hospital, some of them improved, some of them not 
improved, but from their condition it is probable 
that they have since succumbed to the disease. 
Four patients remained under observation for a 
considerable period. One of them returned to the 
hospital later in worse condition than when she left, 
one died half a year after dismissal, one later after a 
total vaginal extirpation. The other showed bril- 
liant subjective and objective improvement, but 
after six months there are signs of recurrence. 
Two are still undert reatment; one of them shows re- 
current nodules, the other is still free from recurrence. 

Of the 14 advanced cases, 8 of which were recur- 
rences, only two were benefited. Of the 6 cases 
that had not been operated upon 3 showed con- 
siderable improvement; the non-operated cases 
seem to react better than the recurrences. 

The authors conclude that in inoperable car- 
cinomata radiotherapy is an excellent palliative 
treatment; operation is still indicated in operative 
cases. ‘Two of their cases which were still operable 


insisted on radiotherapy. Both died shortly. They 
believe that radiotherapy as a preliminary to 
operation is inadvisable and may even be injurious. 
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PREGNANCY AND ITS COMPLICATIONS 


Swearingen, M.: Placenta Pravia and Its Treat- 
ment. Texas St. J. Med., 1915, xi, 13. 


The author states that this condition has occurred 
once in every 125 labors in his own practice. Ac- 
cording to the most accurately compiled statistics 
this condition occurs about once in 1,200 labors. 

The general management of such cases should be 
as follows: Send for an assistant to give an anas- 
thetic; prepare yourself and patient as for a surgical 
operation, always using sterile gloves. The cervix 
should be dilated by means of the finger or a Goodell 
dilater until sufficiently open to admit two fingers. 
A sterile dilatable rubber bag should be introduced, 
first rupturing the membranes or making a rent in 
the placenta if a central insertion is to be dealt 
with. The bag will act as a tampon and also as a 
means of dilating the cervix. This method the 
author believes will give the best results. The use 
of the iodoform pack is attended with danger of 
infection and it may give rise to a false sense of 
security. 

When the mother is in a good condition and it 
is certain that the child is viable he advises complete 
rapid manual dilatation; while this is being done, 
firm but gentle pressure should be made upon the 
fundus of the uterus to keep the head down against 
the lower uterine segment; one ccm. of pituitrin 
may be given at this time. This procedure should 
be followed with bipolar version or, if the head is 
well down, a forceps extraction may be done. Dur- 
ing the third stage, if there is no haemorrhage the 
placenta may be left until it is expelled into the 
vagina, but when the bleeding is profuse, Credé’s 
method should be resorted to at once; if this is not 
effective the placenta should be removed manually. 
In a large number of cases the continued oozing 
from the uterus will necessitate the introduction 
of sterile gauze into the uterus and the use of a 
vaginal tampon. W. D. Patties. 


Walther: Miscarriage with Prolonged Retention 
of the Placenta (Zur Kasuistik der Fehlgeburt, mit 
besonderer Beriicksichtigung langdauernder Pla- 
centerratention). Med. Klin., Berl., 1915, xi, 540. 


Walther discusses miscarriage during the second 
third of pregnancy with retention of the placenta. 
During the first third the ovum is generally dis- 
charged in toto. Many physicians do not appreciate 
the dangers of retention in these cases and use the 
expectant treatment. There is, however, great 
danger of ascending infection and hemorrhage, and 
it is just as important to see that the placenta is 
expelled promptly, within two hours after delivery, 


as it is in cases delivered at term. If this does not 
occur spontaneously active measures should be 
taken to bring it about. 

Five cases are described in which no active treat- 
ment was given. In one case there was sudden and 
serious hemorrhage which recurred several times; 
in others there was constant loss of blood, and in 
still others putrid and septic infection. In order to 
know whether any of the placenta has been retained 
it is necessary to know the relative sizes of the 
placenta and foetus at different ages. The average 
size of the placenta in the fifth month is to cm. by 
12 cm. and it is 1 to 1.5 cm. thick; in the sixth and 
seventh months it is 12 cm. by 13 cm. and 2 cm. 
thick. Often, however, the physician is not called 
until the part of the placenta that was discharged 
has been disposed of. 

The best thing to use to stimulate contractions is 
quinine. This has recently been displaced to a 
great extent by hypophysis preparations, but 
Walther has found that it acts more promptly 
than the latter, especially in premature delivery. 
He describes two cases in which the placenta was 
promptly discharged after quinine, after having 
been retained for twelve hours. Ergot promotes 
retention by causing the cervix to contract. An 
attempt is first made to deliver the placenta by 
Credé’s method, which, if not successful, is repeated 
under anesthesia. If there is much hemorrhage the 
uterus can be compressed from without and by two 
fingers introduced into the posterior cul-de-sac 
of the vagina. 

In cases where the retention has persisted for a 
long time and there is hemorrhage or fever it is 
advisable to call a skilled consultant, for the re- ~ 
moval of an attached placenta with the cervix 
closed up requires great skill. The cervix should be 
dilated with a tent until the finger can be introduced 
and the placenta then loosened with the finger. 
If this fails an abortion forceps can be introduced till 
it reaches the lower pole of the placenta, or as a 
last resort a large blunt curette may be used. A 
small curette should never be used, for the blood- 
vessels from the uterus to the placenta may be 
opened and severe hemorrhage follow; there is, 
moreover, the danger of perforation with a small 
curette. The cervix should never be abruptly 
dilated. A. Goss. 


Taylor, H. C.: Ectopic Gestation. N. Y. M. J., 
1915, Ci, 1107. 

Forty-six cases are reported as occurring in the 
Roosevelt Hospital, New York, from January 1, 
1909, to December 31, 1914; 33 had ruptured; 13 
were unruptured. In active bleeding the patient 
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is usually operated upon at once. Where the 
diagnosis is uncertain or where there is no active 
bleeding, operation is delayed until the patient’s 
condition is satisfactory. Twenty-five per cent 
of the cases had beeri sterile for at least five years. 
Seventy-six per cent gave a history of previous 
tubal inflammation. The hemoglobin and blood 
count depended on the suddenness, the amount, and 
the recent occurrence of the hemorrhage. 

Three indications for opening the abdomen 
through the posterior vaginal wall are given: (1) for 
diagnosis; (2) for small pelvic hamatocele; (3) for sep- 
tic infection of the hamatocele. In other conditions 
an abdominal operation is performed. The mortality 
of the series was 8.7 per cent. D. H. Boyp. 


‘Rabinovitz, M.:The Clinical Significance of Amenor- 
rhea in the Diagnosis of Tubal Pregnancy. 
Am. J. Obst., N. Y., 1915, Ixxi, 766. 


The author calls attention to the fact that ectopic 
pregnancy may be present without amenorrhoea. 
After giving the history of four cases he gives the 
following résumé: 

Each of the cases demonstrates the clinical fact 
that the history of skipping a menstrual period is not 
an essential diagnostic factor in all cases of tubal 
gestation. In the cases quoted, the symptoms of 
disturbed gestation have set in immediately before or 
just about the time when the next menstrual period 
was due, so that the patient could not assuredly 
state that she did not “skip” a menstrual period. 
It behooves us, therefore, to keep constantly in 
mind that irregular uterine bleeding occurring im- 
mediately before or about the expected menstrual 
period, in conjunction with other well-known 
classical symptoms, is just as strongly suggestive 
of extra-uterine pregnancy as is the bleeding that 
takes place after the missing of one period. This 
exception if properly interpreted and tempered with 
mature clinical judgment will frequently prove 
the rule and will help to lessen diagnostic errors in 
extra-uterine pregnancy. C. H. Davis. 


Carstens, J. H.: The Conservative vs. Radical 
Treatment of Eclampsia. Lancel-Clin., 1915, 
CXill, 541. 

Carstens reviews the etiology of eclampsia, con- 
sidering it due to some form of placental toxemia. 
Great stress is laid upon the diagnostic value of 
blood-pressure variations and the treatment is 
based largely upon these findings. 

Should symptoms of toxemia develop, the use of 
carefully restricted diet and the removal of the 
patient to a hospital is advised. 

If convulsions occur, induction of labor should 
be practiced if the case is mild in type, while in 
serious attacks immediate delivery should be in- 
stituted by the so-called vaginal caesarean section 
if the patient is not beyond the seventh month of 
pregnancy. At full term, and especially in primi- 
pare, abdominal cesarean section should be the 
operation of choice. Epwarp A, SCHUMANN. 
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Byers, J.: The Treatment of the Toxzmias of 
Later Pregnancy. Brii. M.J., 1915, i, 877. 

Byers cites three severe cases of toxemia of 
later pregnancy (after the sixth month) adding his 
treatment. He admits his inability to name the 
causative toxin and the incidence of its occurrence, 
yet accepts the toxin theory, and treats it by the 
eliminative method. 

He offers the following suggestions as to treat- 
ment. 

1. Avoid the formation of toxins, starve the 
patient, give gastric and intestinal lavage of sodium 
bicarbonate. 

2. To eliminate toxins continue frequent stomach 
and intestinal lavage. Thoroughly empty the 
bowels, use saline infusions and kidney poultices. 
Use few medicines. 

3. Treat special conditions as they arise. Keep 
the patient warm and turned on the side. Give 
no warm baths or diaphoretics. 

Haroip G. Garwoop. 


Tweedy, E. H.: Etiology and Treatment of Hyper- 
emesis and Other Forms of Pregnancy Toxzmia. 
Med. Press & Circ., 1915, xcix, 440. 


Tweedy cites a severe case of pernicious vomiting 
of pregnancy and its treatment. His conclusions 
are: 

1. Food irritation is not a factor in increasing 
the toxemia of pregnancy. 

2. Toxemic exacerbations may arise from the 
absorption of intestinal ferment, but in practice 
this is the exception rather than the rule, for vomit- 
ing may be induced and the eclamptic seizure start 
a few minutes after the ingestion of milk and before 
there could possibly be any manifest fermentative 
change. 

3. The absorption of food particles during the 
earliest stages of their digestion must be responsible 
agents in hyperemesis and eclampsia. 

Tweedy further suggests that since in early preg- 
nancy a foreign albumin appears in the blood, 
normal antibodies are interfered with thereby; 
hence the early vomiting may be Nature’s method 
of rejecting food incapable of neutralization. 

Haroip G. Garwoop. 


Bowen, W. S.: Case of Cesarean Section in 
Breech Presentation. Wash. M. Ann., 1015, 
xiv, 131. 


Cesarean section was performed on a primipara, 
aged 40, with normal pelvic measurements but a 
breech presentation. External version had been 
unsuccessfully attempted several times before the 
onset of labor. After twenty hours of labor little 


progress had been made; the cervical dilatation 
was about the size of a quarter, and the patient 
was becoming exhausted. Section was successful 
in delivering a living baby, and the mother made 
a good recovery. In the opinion of many leading 
obstetricians this course was justifiable. 

D. H. Boyp. 
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Walls, W. K., and Shaw, W. F.: Three Cases of 
Rupture of Pregnant Uterus Through the 
Scar of a Former Cesarean Section. J. Obst. & 
Gynec. Brit. Emp., 1914, xxvi, 232. 


The first case, a dwarf, aged 30, had been delivered 
by cesarean section three times, the last in October, 
1913. On November 23, 1914, when seven months’ 
pregnant, she had sudden severe pains in the 
abdomen and collapsed. Upon admission to the 
hospital the abdomen was opened. The peritoneal 
cavity was filled with blood, which was oozing 
through the old scar in the uterus. The placenta 
was attached anteriorly and could be seen bulging 
through the spongy scar tissue. Supravaginal 
hysterectomy was rapidly performed, but the 
patient died the same evening. 

The second case had had one previous caesarean 
section and had arranged for a second, but symptoms 
of accidental hemorrhage supervened about ten 
days before the appointed time. As contracted 
pelvis had given the indication in the first instance, 
the abdomen was opened at once. The old scar was 
long, wide, and very thin, with blood oozing from 
its lower end. A dead child was removed through 
the uterine incision and supravaginal hysterectomy 
performed. Microscopical sections of the uterine 
wall showed no degeneration to account for this 
weak scar. Neither the fibrous nor elastic tissues 
were increased in amount, nor was any histological 
change noted. 

The third case had had one child by caesarean sec- 
tion twenty months previous and was within a week of 
full-term pregnancy, for which caesarean section 
was to be done, when sudden and severe abdominal 
pains occurred. She was in bed at the time, but six 
hours later she walked to the hospital where she 
collapsed. Operation showed that the old scar 
had opened throughout its entire length and was 
blocked by the placenta, which was adherent all 
around it. The quantity of free blood was consider- 
able, but not as much as often occurs with ruptured 
ectopic gestation. The dead child was removed 
through the opening in the uterus without further 
enlargement, after which supravaginal hysterectomy 
was performed. Microscopical sections show an 
increase in the amount of fibrous and elastic tissue, 
but not enough to account for the accident. 

CAREY CULBERTSON. 


Lackner, J. E.: Serological Findings in 100 Cases, 
Bacteriological Findings in 50 Cases, and a 
Résumé of 679 Cases of Abortion at the Michael 
Reese Hospital. Surg.,Gynec. & Obst., 1915, XX, §37- 


In reviewing the causes of abortion, the author 
shows that syphilis is an etiological factor in 4 per 
cent of abortions. Reviewing the literature as to 
the réle syphilis plays in causing abortion, he quotes 
Trinchese, who claims that it has little or no influ- 
ence in causing abortion during the first four months 
of pregnancy; two-thirds of luetic children being 
born in the seventh, eighth, and ninth months of 
pregnancy. 
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In 679 cases of abortion there were 4 deaths, or a 
mortality of .o6 per cent, of which 3 were treated 
actively and one conservatively. 

In the treatment of abortions prophylaxis is an 
important factor in treating the pathological con- 
dition whether local or constitutional. The treat- 
ment of incomplete abortions in the Michael Reese 
Hospital from 1912 to 1914 consisted in tent dilation 
from 8 to 24 hours, digital emptying of the uterus 
when possible, otherwise curettage, followed by 
intra-uterine irrigation of one-half per cent iodine. 
When the history and physical findings are those of 
an incomplete abortion the uterus is emptied within 
24 to 36 hours after the patient enters the hospital. 
This is done whether or not there is any temperature. 
Despite the cultural findings, which in 50 cases 
showed the usual number of anaérobic and aérobic 
bacteria, the uterus should be emptied in 24 to 36 
hours, as indicated by the low mortality of .o6 per 
cent in 579 cases. 


Pellissier, P.: Blood-Pressure and Viscosity of the 
Blood in Pernicious Vomiting and Heart- 
Disease During Pregnancy (De la tension artéri- 
elle, de la viscosité du sang total et de leurs rapports 
chez les femmes enceintes atteintes de vomissements 
incoercibles et de cardiopathies). Arch. mens. 
d’obstél. et de gynéc., 1915, iv, 182. 


Pellissier studied the blood-pressure and viscosity 
of the blood in normal and pathological pregnancy. 
He gives detailed reports, with pressure curves, of 
5 cases of pernicious vomiting, 2 of aortic insuffici- 
ency, 4 of mitral stenosis, 2 of mitral insufficiency, 
and 2 of other heart-diseases. He found that in 
normal women pregnancy and labor do not change 
either pressure or viscosity very much, though 
viscosity is slightly lowered and the pressure-curve is 
slightly irregular during the latter months of preg- 
nancy. Slight or well-compensated valvular lesions 
do not materially affect either pressure or viscosity. 

In patients with albuminuria a lowering of vis- 
cosity with an increase in pressure indicates ‘ block- 
ing” of the kidney. True high pressure, that is, a 
rise in both maximum and minimum pressures, is 
found in 96 per cent of the women who have oedema, 
with or without albuminuria, in many of those who 
have the so-called pregnancy albuminuria, and those 
who have or are threatened with eclampsia. The 
variations in the albuminuria and those in the 
blood-pressure do not run parallel, and a prognosis 
based on the latter is much more certain than one 
based on the former. 

A permanent increase in blood-pressure, both 
maximum and minimum, with increased viscosity, 
indicates a very serious condition; treatment should 
be instituted at once to prevent convulsions. The 


outlook is not nearly so bad if the high pressure is 
accompanied by low viscosity. In prolonged vomit- 
ing a progressive fall in blood-pressure with a con- 
comitant rise in viscosity indicates a grave progno- 
sis. In women with heart-disease, particularly of the 
mitral valve, involvement of the myocardium is 
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indicated by irregularity in the pressure curve, lower- 
ing of the maximum pressure, and increase in the mini- 
mum. There is increase in viscosity in these cases as 
soon as the lesser circulation begins to suffer. 

: A. Goss. 


Fischkin, E. A.: The Dermatoses of Pregnancy. 
Illinois M. J., 1915, xxvii, 269. 

Certain authorities regard the appearance of skin 
lesions during pregnancy as an evidence of toxemia. 
As yet, however, the relation of the one to the other 
has not been definitely established. Fischkin sug- 
gests that the toxin is capable of affecting the 
vascular system and, in turn, producing skin 
changes. He details several of the more unusual 
lesions: impetigo herpetiformis, herpes gestationis, 
syphilis hemorrhagica, atrophia cutis progressiva, 
circumscribed scleroderma, and erythema exudati- 
vum, which he observed in pregnant women. 

J. M. SLEmons. 


LABOR AND ITS COMPLICATIONS 


Eddy, I. H.: Uterine Inertia and Its Management. 
Illinois M. J., 1915, xxvii, 369. 

The various causes of uterine inertia are enumer- 
ated as follows: fatigue in overcoming a rigid cervix, 
faulty development of the uterine musculature, 
fibroids, endometritis of the interstitial type, 
hydramnios, twin or rapidly repeated pregnancies, 
faulty development of the nerve supply, emotional 
inhibitory nerve impulses, premature rupture of 
the membranes, an unusually large head, abnormal 
position, contracted pelvis, placenta previa, pendul- 
ous abdomen in multipare, an overdistended 
abdomen. 

In the diagnosis of uterine inertia these points 
should be kept in mind: The contractions are of 
short duration and cause the patient little discom- 
fort, and on palpation the uterus does not possess 
the firmness usually felt at the fundus during a 
normal contraction. In cases in which the lower 
uterine segment is not relaxed and there is only 
slightly appreciable pressure exerted by the present- 
ing part, chloral and morphine are indicated. Cases 
not belonging to this class, provided there are no 
obstructive conditions present, are given pituitary 
extract, which usually brings about physiological 
contractions. 

The author has not noted any untoward effects 
on the mother, but cautions against its free use in 
cases of high blood-pressure, especially if associated 
with considerable sclerosis. C. D. Haucu. 


Adair, F. L.: Occiput Posterior Positions. Am. J. 
Obst., N. Y., 1915, lxxi, 616. 

The author calls attention to the early rupture of 
the membranes as one of the important factors in 
causing delay in occiput-posterior cases. In 1,000 
cases of anterior vertex presentations at the Man- 
hattan Maternity Hospital the membranes were 
intact in 60 per cent at the beginning of the second 
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stage. In 400 occiput-posterior positions the mem- 
branes were unruptured in 43 per cent at this stage. 

Because of the difficulties which may attend 
occiput-posterior cases, the author considers it very 
important to recognize them. He considers ab- 
dominal palpation the most important means, al- 
though inspection, percussion, and auscultation 
should be employed also. 

The management of these cases is at times quite 
difficult, and there are five possible methods of hand- 
ling them: (1) waiting for spontaneous labor; (2) 
assisting in maintaining flexion and furthering 
rotation of the head by manual methods; (3) using 
the vectis or forceps to bring about rotation and 
descent of the head; (4) podalic version; and (5) 
possibly cesarean section. 

Occiput-posterior cases may be divided into three 
groups: (1) the large diameter of the head above the 
brim, head not engaged; (2) head in the parturient 
canal, but above the ischial spines; (3) head below 
these bony spines. 

In Group 1, with membranes intact and indica- 
tion for delivery, cesarean section may be employed 
if the cervix is not dilated, but if it is dilated the 
delivery may be by version. If the membranes are 
ruptured and the amniotic fluid drained away, 
the only courses are waiting, artificial dilatation of 
the cervix, maintaining flexion and securing rotation 
of the head, and lastly the use of the forceps. 

In Group 2, three methods of delivery may be 
considered: (1) flexion and rotation of the head by 
manual methods; (2) delivery by forceps; (3) and 
lastly podalic version. 

In Group 3, the cervix is usually dilated and the 
only methods which may be used are manual 
rotation and forceps. C. H. Davis. 


Arluck, S. S., and Girsdanksy, J.: Forceps. N.Y. 
M.J., 1915, ci, 1053. 

Cases requiring the application of forceps may be 
divided into two great classes: (1) those in which 
there exists a disproportion in size between the pre- 
senting part and the pelvis; (2) those in which no 
such disproportion exists. The latter group usually 
presents few difficulties or problems either in the 
matter of technique or diagnosis of indication. 

The indications may be subdivided into: (1) 
inertia, exhaustion, cardiac disease, eclampsia, 
etc.; (2) dry labor, transverse or posterior portion 
of head, cord about neck — undiagnosed. 

Pituitrin has reduced the necessity for forceps 
application in some of these cases. 

In the cases with disproportion a thorough test 
of labor is advised before interference. The follow- 
ing factors are considered in making the test of 
labor: (1) parity; (2) position of head; (3) con- 
sistence of head; (4) possibility of testing engage- 
ment externally; (5) character of pain; (6) con- 
dition of cervix; (7) foetal heart; (8) condition of 
mother. 

The use of high forceps has been discontinued in 
the majority of cases. In the statistics of the Jewish 
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Maternity Hospital from 1909 to 1915 the percent- 
age of forceps applications has been reduced from 
13.3 to 3.2. 

The following conclusions are drawn: 

1. The total percentage of forceps, 5.5 per cent, 
is very low. 

2. The use of high forceps has been practically 
eliminated as an operative procedure, thereby 
materially decreasing our infant mortality. 

3. Czsarean section and pubiotomy have proved 
admirable substitutes for forceps, and with more 
experience and improved technique are continually 
giving better results. 

4. Pituitrin has proved of extreme value in 
cases of dystocia due to dry labor, posterior or 
parietal positions, etc., where no disproportion 
exists. 

5. In the authors’ series of “twilight” cases, 
small compared to the grand total, the use of 
forceps was markedly increased from 4.5 to 9 per 
cent. D. H. Boyp. 


Brannan, J. W.: Observations on Twilight Sleep. 
Med. Rec., 1915, \xxxvii, 715. 

The following results from observation of cases 
of “twilight sleep” are enumerated by the author: 

In Knipe’s service at the Gouverneur Hospital 
there were 94 cases: 55 primipare and 39 multi- 
pare. In 70 cases complete amnesia was obtained; 
in 13 partial amnesia; in 2 there was analgesia. 
Nine cases were failures, 4 of these had only one 
injection. Low forceps were applied in 6 cases; 
craniotomy was performed in the case of a 
large child, the mother having a small pelvis and 
mitral stenosis. Pituitary extract was used in 3 
cases, 2 of which are included in the forceps cases. 
Post-partum hemorrhage occurred once; consider- 
able excitation of the mother was noticed in 2 cases. 
There were no maternal deaths. There was one 
stillbirth, a case of moderately small pelvis, large 
child, and protracted labor. Two children were 
born asphyxiated — both lived. There were 5 
cases of oligopnoea, all lived. In the above series 
of cases the true Démmerschlaf method of Gauss 
was used. 

At Harlem Hospital 97 cases were treated by 
Brodhead. In the first 46 cases the method of 
Siegel was employed with the following results: 
complete amnesia in 32 cases, partial amnesia in 
6, analgesia without complete amnesia in 5; in 2 
cases the drugs had no effect. The treatment 
was. discontinued in one case after twelve 
hours because of cessation of pains. Of these 
patients, 19 were primipare and 27 multipare. 
The average duration of labor was six hours 
and twenty minutes in the primipare and four 
hours and fifteen minutes in multipare. Twenty- 
nine of the babies cried spontaneously. There 
was oligopnoea in 15, but all of the babies lived. 
Brodhead states that one of the disadvantages of 
the Siegel plan of treatment, in his experience, is 
the excitement produced in some patients. 


In the second group of cases, 51 in all, only two- 
thirds as much scopolamine was used in the first 
two doses; the remaining doses of scopolamine were 
the same as in the Siegel method, but at longer 
intervals, and no more morphine was given. The 
results as to the mothers were fully as good as before, 
and the babies fared better under the small dosage. 
The author states that the Siegel method is now 
generally abandoned by advocates of twilight sleep. 

At Bellevue Hospital 25 cases were treated by 
Edgar. Narcophine and scopolamine hydrobromide 
were used after the Freiburg technique. Complete 
amnesia was obtained in 11 cases, partial amnesia 
in 8; in 4 cases the results were indefinite and they 
were classed as failures. According to Edgar all 
the stages of labor were lengthened, which he con- 
siders due to the drug. It was necessary to employ 
forceps in only one instance. No dangerous symp- 
toms were noticed on the part of the mothers and 
all of the babies lived. W. D. PHILiirs. 


Beach, R. M.: ‘‘Twilight Sleep’; Report of One 

Thousand Cases. Am.J.Obst., N.Y., 1915, lxxi, 727. 

From his study of ‘‘ Démmerschlaf,” the author 
comes to the following conclusions: 

1. That “twilight sleep” is a reality and not a fad. 

2. That by its applications, it will be possible tor 
about 85 per cent of cases in which it is used to pass 
through a practically painless labor. 

3. That it is contra-indicated in certain definite 
cases, especially in primary uterine inertia, mark- 
edly contracted pelvis, and the emergencies of labor 
which demand operative interference 

4. That it may be used in all other labors and 
is especially applicable to the nervous woman, the 
physically unfit woman, in long painful first-stage la- 


-bors, in cardiac cases, etc. 


5. That the women after ‘twilight sleep” labors 
are in better condition because there are less difficult 
forceps deliveries, less lacerations of the cervix and 
perineum, better milk secretion, and less nerve 
exhaustion. They recuperate much faster than by © 
the old method. 

6. That it does not cause insanity, as stated in the 
lay press, but rather tends to diminish its occurrence. 

7. That by its use we will have more and better 
babies. 

8. That its disadvantages are slight and we are 
learning to overcome them by a further knowledge 
of the method, a closer attention to detail, and 
perfection of technique. 

9. That “twilight sleep” is a method which, to 
secure the best results, must be used under ideal 
surroundings, with the minimum dosage and ad- 
ministered by one who has trained himself to do the 
work. C. H. Davis. 


Mann, A. L.: Is ‘‘Twilight Sleep’’ to Be for Mea 
Blessing or a Curse? Illinois M. J., 1915, xxvii, 
264. 


On account of the environment and the number 
of assistants required, if scopolamine-narcophin 
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seminarcosis be administered according to the 
Freiburg technique, the author believes that the 
treatment will be available to relatively few women. 
He estimates that 95 per cent of American prac- 
titioners will find they are not in a position to ad- 
minister the treatment to the rules set down by advo- 
cates of the method. In these circumstances the 
author concludes that the availability of the treat- 
ment for women of all classes has been grossly over- 
stated, especially in the lay press. He has person- 
ally witnessed the objectionable effects of these 
drugs in one case in which it was impossible to 
resuscitate the infant. J. M. Stemons. 


Libby, W. E.: Scopolamine and Narcophin Semi- 
narcosis During Labor. J. Am. M. Ass., 1915, 
Ixiv, 1728. 

No injurious effect on the mother was encountered 
in the author’s experience, for cases in which com- 
plications of labor were anticipated were rejected. 
With this caution, and if the patient understands 
that some difficulty occasionally arises in reviving 
her child, her wish to receive scopolamine and mor- 
phine or narcophin seminarcosis during labor may 
be complied with. However, physicians must recog- 
nize that the method has not reached the perfection 
which warrants indiscriminate use. For example, 
even moderate degrees of pelvic contraction make it 
inadvisable to employ seminarcosis, for in these 
circumstances its effects may diminish the chances 
for spontaneous delivery and occasionally neces- 
sitate the performance even of major obstetric 
operations. Similarly, the primary inertia not 
infrequent in the case of elderly primipara consti- 
tutes a contra-indication to the use of scopolamine. 
For the present, therefore, it would seem advisable 
to employ this drug only when there is every indica- 
tion that the patient will pass through a normal 
confinement. 

An intimate knowledge of obstetrics is required 
if physicians wish to administer seminarcosis suc- 
cessfully, for sound judgment must be exercised not 
only in the selection of cases but also in the manage- 
ment of labor. The supervision of patients who are 
under the influence of scopolamine and an opiate 
requires competent assistants; for this reason, and 
also because the frequency of operative procedures 
is increased, good hospital facilities are desirable. 
However, such precautions do not mean that the 
method is impracticable and that it ought to be dis- 
carded. On the contrary, the very satisfactory 
results in the majority of cases provide the stimulus 
to secure further improvements in the method which 
will broaden its field of application and remove its 
objectionable effect upon the new-born infant. 

Epwarp L. CorneELt. 


Baer, J. L.: Scopolamine-Morphine Treatment 
in Labor. J, Am. M. Ass., 1915, lxiv, 1723. 

All private cases, all cases that threatened to 

become pathologic, and all cases that came in too 

soon before delivery to permit of the proper ad- 
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ministration of the drugs, were excluded from the 
series. The total number analyzed was 60. Treat- 
ment was begun with the following indications: 
in multipare, when the pains recurred every 10 
minutes, and in primipare when the pains recurred 
every five minutes. 

The drug used in the earlier cases was a tablet 
form of scopolamine put out by Sharp & Dohme 
and made by Merck; later a powder form of scopo- 
lamine by Merck and ampules of scopolamine from 
Hoffman-LaRoche, preserved with mannite, ac- 
cording to the formula of Straub of Freiburg, were 
employed in alternate cases. 

The total dosages varied from one-eighth to one- 
quarter grain morphine and from two doses of 
1/200 to nine doses of 1/150 and eleven doses 
of 1/200 grain scopolamine, hypodermically. 

The success of the treatment is classified as 
follows: 


Primi- Multi- 

Totals pare pare 
7 6 I 
re 8 4 4 
5 4 I 
8 5 3 
Complete............. 6 2 4 


The prolongation of labor, the increase in the 
number of foetal asphyxias, the excessive thirst 
and intense headaches that are so distressing, the 
difficult control of patients and avoidance of in- 
fection by soiling the genitals, the more frequent 
post-partum hemorrhages, the blurred vision, the 
ghastly deliriums persisting far into the puerperium, 
the inability to recognize the onset of the second 
stage unless by risk of more frequent examinations, 
the masking of early symptoms such as antepartum 
hemorrhage, rupture of the uterus and even eclamp- 
sia, the violence and uncertainty of the whole treat- 
ment, the general bad impression given to patients 
who are being taught to approach the ‘horrors of 
labor” in fear and trembling, constitute so severe 
an arraignment of this treatment of labor cases 
that the author feels compelled to condemn it, 
leaving open the question of the merits of a single 
dose of morphine and scopolamine in those cases 
where morphine and atropine have hitherto been 
given. Epwarp L. CorNeE LL. 


Polak, J. O.: A Study of Scopolamine and Mor- 
phine Amnesia as Employed at Long Island 
College Hospital. Am. J. Obst., N. Y., 1915, Ixxi, 
721. 


The author believes that “twilight sleep”’ is partic- 
ularly indicated in nervous women of the physically 
unfit type in their first’ labor. The usual obstetric 


interference by forceps in unprepared soft parts 
results in a permanent morbidity, and is the largest 
contributor to our collection of chronic invalids. 
The primipara with a border-line contraction may be 
carried under the scopolamine amnesia and analgesia 
for many hours without showing any of the classical 
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signs of exhaustion, and if operative delivery is 
indicated, either in the interests of the mother or 
the child, it may be accomplished with less shock 
and with less general anesthesia. The conduct of 
labor in cardiac cases is favorably influenced by the 
use of “twilight sleep.” 

The chief contra-indications to its use are the 
emergency conditions which arise in obstetric prac- 
tice, as precipitate labor, placenta previa, acciden- 
tal hemorrhage, eclampsia, prolapse of the cord, 
primary inertia, and a dead foetus. On the other 
hand it may be used as a first-stage procedure in 
malpositions, as the scopolamine favors the dilata- 
tion of the cervix. 

The author reports 155 cases with three failures. 
There was no foetal mortality. There has been no 
post-partum hemorrhage. The women are in 
better physical condition, especially after prolonged 
labor, than the same class of patients after or- 
dinary labor. C. H. Davis. 


Schloessingk, .: Scopolamine-Narcophine 
Anesthesia Mcrwilight Sleep) in Labor. Med. 
Press & Circ., 1915, xcix, 465. 


Schloessinck very clearly describes the technique 
and the advantages and disadvantages of scopo- 
lamine-narcophine anesthesia—“‘twilight sleep’’—in 
childbirth. 

The drugs recommended and used are ‘‘scopo- 
lamine stable” and narcophine. Hyoscine, considered 
as chemically identical with scopolamine, does not 
have the same clinical effect and, therefore, should 
not be used. 

The patient should be placed in a quiet, half- 
dark room. The eyes should be covered by a 
bandage or spectacles in which dark paper takes the 
place of lenses, and the ears plugged with cotton. 
The employment of padded doors, felt-soled shoes, 
and carpet-covered floors are unnecessary. Sharp 
or sudden noises should be eliminated as far as 
possible. 

A time-table for the administration of the drugs 
is given, although the author specifically states 
that such a table cannot be followed absolutely be- 
cause every patient does not react in the same man- 
ner. Therefore, individualization must play a 
very important réle in the administration of scopo- 
lamine-narcophine anesthesia. Wide experience 
is prerequisite to individualization. 

The advantages claimed for this method of 
anesthesia are: 

1. It does not have any or but very little in- 
fluence upon the activity of labor. 

2. The drugs act best in the more intelligent, 
highly nervous, and hyperesthetic women. 

3. Hemorrhages are no more frequent than usual. 

4. Lacerations of the cervix and perineum are 
less common. 

5. Operative deliveries can be performed as 
usual with perhaps a small quantity of ether 
anesthesia. 

6. Forceps delivery is very materially decreased. 


7. The fresh, rested condition of the patient 
after delivery is remarkable. 

8. This method is particularly well adapted to 
those cases complicated by heart and kidney lesions. 

The disadvantages of the method are: 

1. Dangers to the child — possibly a harmless 
oligopnoea — very slight in experienced hands. 

2. Rarely occurring restlessness — so-called ‘“de- 
lirium of the mother. 

The method is not contra-indicated in abnormal 
positions or premature labors, although the author 
does not employ the method in these cases, be- 
cause any mishap—dead baby, etc.—would im- 
mediately be laid to “twilight sleep.” 

A well-equipped hospital is the ideal place for the 
administration of ‘twilight sleep,” although the 
author believes it can be given in the home if under 
the constant observations of a skilled obstetrician 
who is thoroughly familiar with the technique. 

Summing up, Schloessingk believes that we are, 
thanks to Krénig and Gauss, at last in possession 
of a non-dangerous anesthesia which frees woman 
from the dreaded pangs of labor pains. 

Harvey B. MATTHEWS. 


Andrews, C. J.: Anzsthesia and Amnesia in 
Childbirth. Virg. M. Semi-Month., 1915, xx, 27. 
The suffering incident to childbirth, the resulting 
retardation of labor in some instances, and sub- 
sequent profound exhaustion have been apparent 
to medical men for a long time and have caused them 
to go to some lengths to secure some method of 
modifying or abolishing labor-pains. Neither chloro- 
form nor ether have been entirely satisfactory. 
Nitrous oxide is again on trial. Undoubtedly mor- 
phine, which has been employed for years, plays a 


‘helpful réle in many cases. Whether or not the 


additional use of scopolamine will improve these 
results is the question to be decided. The author 
believes it will. His favorable opinion is based 
upon the results he has witnessed in some of the . 
New York hospitals and upon two cases which he 
has personally treated. J. M. SLEmons. 


Guedel, A. E.: Nitrous-Oxide Anzsthesia in 
Obstetrics. J. Indiana St. M. Ass., 1915, viii, 113. 
For the following reasons the author thinks 
nitrous oxide properly administered has many 
advantages over ether in obstetrics. 

1. So far as known it is an innocuous gas and 
when given for a long period of time in full anes- 
thetic doses it seems to produce no degenerative 
changes in any of the body tissues and only a slight 
intoxication, which is extremely transitory. 

2. It does not produce muscular relaxation, 
beyond the relaxation of normal sleep, and has 
no noticeable effect on the contractions of the 
uterus. 

3. It does not reduce the hemoglobin percentage 
in the blood; neither does it produce a hemolysis 
nor impair in any way the normal resistance to 
pathogenic bacteria. 
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4. Its action is transitory and rapid; it is not 
irritating and not unpleasant to inhale; neither does 
it cause such disturbances as vomiting and nausea. 
He says that the more satisfactory results have 
been secured by the self-administration method; 
that is, with the patient holding the inhaler. As to 
the time of administration, he is of the opinion that 
it depends on the amount of suffering. He men- 
tions two cases in which an intermittent anes- 
thesia was maintained over a period of 6 hours, 
and many cases in the neighborhood of 3; the 
average being from 1 to 2 hours. As the head passes 
over the perineum continuous anesthesia is per- 
mitted. The greatest drawback to this anesthesic 
is the cost of the gas used; a single case may con- 
sume as much as ten dollars’ worth of gas in six 
hours’ anesthesia. W. D. Paitups. 


PUERPERIUM AND ITS COMPLICATIONS 


Gautiez and Tissier: Post-Partum Motor Disturb- 
ances (Troubles de motilité para-obstétricaux). 
Arch. mens. d’obstét. et de gynéc., 1915, iv, 206. 


Frequently patients, after a confinement, limp and 
complain of pain in the feet. There is weakness of 
the internal edge of the foot, pain in the foot, and 
decrease in the size of the calf of the leg — in short 
the symptoms of the painful flat-foot of adolescents. 
This is caused by the abnormal way in which the foot 
is used during the latter months of pregnancy. The 
abdomen is heavy and projects forward; to balance 
this weight the body is thrown back and the weight 
falls on the heels. The bones and muscles undergo 
an abnormal strain; the circulation is also more or 
less impeded by the pregnancy. The overstrained 
muscles undergo rapid atrophy during the enforced 
rest of the confinement. When the woman gets up 
and tries to walk in the normal way the arch has 
lost its elasticity and there is more or less deformity 
of the instep. The muscles should be treated by 
massage and electricity and some appliance used to 
raise the inner edge of the foot and throw the weight 
on the outer edge. 

Another source of post-partum motor disturbance 
is overstrain or partial rupture of the tendon of the 
rectus during delivery. A case is described in which 
it was difficult to rise from a sitting position; the 
right rectus remained inert. A painful point was 
found at the site of the rupture, and the muscle 
remained inert to avoid arousing pain. The con- 
dition is the same as that sometimes found in the 
abdominal muscles of rachitic children. They are 
weak and flabby and the child has difficulty in 
learning to stand. A. Goss. 


Hiissy, P.: Importance of Anaerobic Bacteria in 
Puerperal Infection (Die Bedeutung der anaéro- 
ben Bakterien fiir die Puerperal-infektion). Monat- 
schr. f. Geburtsh. u. Gyndk., 1915, xli, 299. 


Hemolytic and non-hemolytic streptococci have 
been regarded as of such paramount importance in 
the causation of puerperal fever that very little 
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attention has been paid to other bacteria in this 
connection. Anaérobic streptococci were found in 
the vagina, however, as early as 1895, and Hiissy 
recently examined 49 cases of puerperal fever for 
anaérobic bacteria. Both lochia and blood were 
examined repeatedly; pure cultures were sometimes 
obtained from the blood but never from the lochia. 
Nineteen of the cases were fatal. One was a case 
of fulminating tetanus after criminal abortion; it is 
the sixty-seventh case of this kind that has been 
published. Death was caused by anaérobes almost 
as often as by hemolytic streptococci. One case of 
fatal puerperal fever caused by obligate anaérobic 
streptococci caused Hiissy to believe in the theory 
of self-infection. The patient had had a rapid and 
normal delivery and was examined only once with 
gloves. The anaérobic bacteria could not have 
been proliferating on the outside, but must have 
been in the vagina. 

He concludes that in all cases of puerperal fever 
examination should be made for anaérobic bacteria. 
Not all of these, however, are dangerous. The most 
malignant ones are tetanus bacilli, anaérobic strep- 
tococci, and staphylococci and the gas bacillus. 
These are fortunately found in only a comparatively 
small number of cases. The obligate anaérobic gas- 
producing bacilli that are more commonly found 
give a very good prognosis. Mixed infections of 
anaérobes and aérobic bacteria give a particularly 
favorable prognosis. Goss. 


Frank, R. T.: The Treatment of Puerperal Sepsis. 
N.Y. M.J., 1915, ci, 726. 

Frank’s discussion is confined to the treatment 
of post-partum puerperal sepsis and his ideas may be 
summarized as follows: 

1. Rigid ante- and post-partum asepsis and anti- 
sepsis. 

2. Thorough examination of the patient for signs 
of infection during pregnancy. Treatment of the 
infection, if present, before labor begins. 

3. Coitus and vaginal douches after seven and 
one-half months should not be allowed. 

4. Skillful management of the labor. Meddle- 
some interference is strongly condemned. 

5. Retained placental rests should be removed 
immediately after they are found to exist. 

6. Lacerations should be treated immediately 
after labor. 

7. When fever develops do not meddle. 
and watch.” ‘Treat symptoms as they arise. 

8. Treat the general condition by rest in bed, 
nutritious food, cathartics, and stimulation. The high 
Fowler position should be maintained for drainage. 

9. When local symptoms develop treat them ac- 
cording to the indications. 

10. In case of a bacteremia the waiting policy 
is equally effective. 

11. In hospital cases, or those seen in consultation, 
where there is strong evidence of retained placenta 
or parts of placenta, gentle digital exploration may 
be permissible. 


“Wait 
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12. Late or persistent hemorrhage, when serious, 
should be controlled by packing the uterus with 
iodoform gauze. Harvey B. Matruews. 


Dorland, W. A. N.: The Treatment of the Gesta- 
tional Variety of Puerperal Eclampsia. /llinois 
M.J., 1915, xxvii, 361. 

Dorland emphasizes the importance of differen- 
tiating the nephritic from the hepatic type of eclamp- 
sia. He lays down the law that lessened urinary 
toxicity means increased hemic toxicity, and in- 
creased hemic toxicity is the direct cause of 
eclampsia. High arterial tension, with the resultant 
cerebral irritation, is the cause of the eclamptic 
seizure. Cases are cited to substantiate his con- 
clusions. He offers the following advice: 

1. Watch the urine, not so much for albumi- 
nuria as for decreased urinary toxicity. 

2. Watch the arterial tension, and, if above 165 
mm., seriously consider interference. 

3. Administer fluid extract of veratrum viride 
to prevent the onset of eclamptic seizure. 

4. If labor has not set in, abdominal cesarean 
section gives the best results. 

5. Attempts at forcible delivery may bring on 
seizure. 

6. Watch the pulse and arterial tension after 
section and judiciously use veratrum viride. 

Haroitp G. GARwoop. 


Dowd, A. F.: Alcohol Drain Treatment of Puerperal 
Temperature. J. M. Soc. N.J., 1915, xii, 228. 

This drain consists of a rubber tube the size of a 
stomach tube with several layers of iodoform gauze 
strips one inch wide over the opening. The tube 
and gauze are carried well up to the fundus of the 
uterus. The uterus is lightly packed with gauze 
strips and the vagina is packed more tightly. The 
tube is fixed to the thigh and a sterile glass funnel 
attached to the distal end. Two ounces of 25 to 50 
per cent alcohol are introduced through the tube 
into the uterus at two-hour intervals. The distal 
end of the tube with the funnel is wrapped in a 
sterile towel and allowed to lie on the patient’s 
abdomen between the treatments. 

One hundred and five cases of sepsis after labor 
were treated by this method. Of these, 85 recovered 
and 20 died. Of the fatal cases, 14 were highly 
unfavorable from the beginning, as they came 
under treatment late or were practically moribund 
before treatment was begun. Six deaths occurred, 
although the drain was employed early and per- 
sistently. The average duration of treatment was 
— days, the shortest six days, the longest forty- 

ve. 

Usually the temperature began to decline within 
sixteen hours after the introduction of the drain 
with a corresponding fall in pulse-rate and marked 
improvement in the general condition. In the 
average case the drain was allowed to remain for 
forty-eight hours, was then removed and reinserted, 
following uterine douche. If there was general 


improvement in the patient’s condition the drain 
was left to expel itself. It is advised if this treat- 
ment is instituted to begin within twenty-four to 
thirty-six hours after the diagnosis seems probable. 
It is claimed that alcohol meets the requirements 
in these cases of profound toxemia, usually the 
result of wound infection, because it is a powerful 
germicide which penetrates deeply. It destroys 
the organisms, diminishes their infective power 
at the seat of primary infection, produces a local 
hyperemia and leucocytes, thus minimizing absorp- 
tion. C. D. Haucn. 


Brinkley, A. S.: The Pryor Method of Treatment 
for Puerperal Septiceemia. Virg. M. Semi- 
Month., 1915, Xx, 10. 


The author believes that of all the methods 
advised for the treatment of puerperal septicaemia 
that of Pryor is the best. 

After a short description of the lymphatic supply 
of the uterus, there follows a detailed description of 
the Pryor method as carried out by the author. 
This consists essentially in swabbing the vagina with 


a 5 per cent tincture of iodine in alcohol, removing 


the contents of the uterus with a sponge holder or the 
finger, thorough iodinization of the cavity, leaving 
a narrow strip of iodoform gauze in the uterus and 
cervix for forty-eight hours. 

With this done, a cul-de-sac incision is made 
and the pelvis packed with iodoform gauze. The 
gauze is so placed behind each broad ligament and 
the uterus that the pelvic organs are shut off from 
the general peritoneal cavity. This gauze is re- 
moved in seven days and two small loose strips 
are inserted to promote further drainage. These 
are changed every few days until the wound has 
healed. 

The general treatment is the same as that for 
any acute pelvic infection. 

The advantages claimed for this method are: 

1. All débris is removed from the cavity of the 
uterus. : 

2. The septic transudate or pus, if any, is evacu- 
ated from the pelvic cavity. 

3. The dam of iodoform gauze walls off the 
general peritoneal cavity. 

4. The iodoform gauze strips from the pelvis 
leading into the vagina afford natural drainage. 

5. The iodoform gauze causes a plastic exudate 
to be thrown out which seals up the lymphatic 
openings and prevents further spread of infection. 

Harvey B. MatrHews. 


Schwyzer, A.: Surgical Experiences in Puerperal 
Sepsis. Surg., Gynec. & Obst., 1915, xx, 471. 

The author reports 9 cases encountered in pri- 
vate practice in twenty-three years: case 1, a severe 
purulent thrombophlebitis treated by 15 small 
incisions into the saphenous vein and its branches; 
case 2, severe sepsis, abscess in the uterine wall, and 
two separate intraperitoneal abscesses; treatment, 
drainage; case 3, intraperitoneal abscess, pyosalpinx, 
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suppuration in the broad ligament; treatment, ex- 
cision of the tube, drainage; meningitis, followed by 
death; cases 4 and 5 beginning diffuse peritonitis 
after perforation of the uterus; case 6, large pelvic 
abscess; treatment, vaginal drainage; case 7, diffuse 
seropurulent peritonitic exudate, acute salpingitis, 
ovarian tumor, abscess in the wall of the fundus 
uteri; treatment, removal of the tube and ovarian 
tumor, and drainage of the abscess in the uterine wall; 
case 8, severe infection of the placental area; puru- 
lent thrombophlebitis of the right ovarian and 
uterine veins; treatment, extirpation of the uterus; 
opening and draining of the ovarian vein extraperi- 
toneally after stripping the peritoneum off the re- 
mainder of the abdominal wall, beginning at the 
median abdominal incision and ending over the right 
ovarian vessels; case 9, right-sided acute pyosalpinx, 
tubo-abdominal abscess, purulent thrombophlebitis 
of right ovarian vein, left-sided intra-abdominal 
abscess; treatment, removal of pyosalpinx, drainage 
of the right ovarian vein and left-sided abscess 
through the vagina, ligation of the left ovarian vein, 
abdominal drainage for the tubo-abdominal ab- 
scess. 

The author believes that a definite localization 
of the infection usually exists, even if palpation 
gives little information. The cases are thus often 
allowed to go too far on account of fear of an all- 
pervading infection. The 8 recoveries out of the 9 
cases, which are not selected ones but comprise all of 
the author’s experience, tend to indicate that, not- 
withstanding the general infection, localized foci and 
processes are apt to be found, which if handled by 
correct surgical measures may turn the tide. 

Trendelenburg’s ligation of the infected veins 
was a truly great step ahead. In some cases open- 
ing and draining of the veins may be desirable or 
even ‘necessary. The operation should not be 
done without opening the peritoneal cavity, and 
in addition the pathology of the case should be 


thoroughly surveyed and other measures used as 
necessary. 


Miller, C. J.: The Surgical Treatment of Puerperal 
Infection. Texas St. J. Med., 1915, xi, 7. 

Miller states that in the past two years he has 
practically dispensed with intra-uterine treatment 
in acute septic endometritis, except in cases asso- 
ciated with uterine haemorrhage. In the latter 
cases he controls bleeding with a pack of iodoform 
gauze; and he states that the retained masses are 
usually discharged when the gauze is removed. 
He believes that infection may be limited, drainage 
secured, and uterine contraction maintained by 
postural drainage, (Fowler’s position), the use of 
ergot and pituitrin, and the use of ice-bags over the 
abdomen. Only after the local barriers are strong 
enough to resist invasion, should an attempt be 
made to remove retained débris. 

He outlines the general routine plan of treatment 
followed in his obstetrical and gynecological service 
as follows: Patients presenting a history of puer- 
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peral infection are examined to determine if the 
infection is confined to the genital tract, to find if 
possible the actual lesion and whether it has already 
extended beyond the uterus. A blood count is 
made to determine the natural resistance of the 
patient, and cultures are made to determine whether 
or not bacteraemia is present. If the uterus is well 
contracted and the cervix closed no attempt is 
made to enter the uterus, even to obtain bacterial 
cultures. If the uterus is flabby and the os patu- 
lous, the culture smears are gathered and the 
finger introduced for exploration. If membranes 
or débris can be reached easily, they are removed; 
otherwise no further local treatment is attempted, 
except hot vaginal douches, until the acute symp- 
toms subside. The uterus may then be emptied, 
if necessary, with the finger or an iodoform pack 
as the indications demand. 

In cases of peri- and parametritis the author says 
the prognosis is usually good, and rest without 
operative interference will usually give the best 
results. If pus collections develop, incision through 
the vaginal vault or over the localized areas above 
Poupart’s ligament is indicated. 

General purulent peritonitis is a comparatively 
rare complication in puerperal cases, and practically 
all end fatally; the infection is usually streptococcic. 
In one case the author mentions that the patholog- 
ist reported pure pneumococcal cultures and the 
patient recovered after free incision of the vaginal 
vault. This plan of treatment and method of in- 
stituting drainage he considers very good, and 
mentions three cases which he thinks were prob- 
ably saved by free incision of the vaginal vault. 

In regard to the surgical treatment of septic 
thrombophlebitis he mentions the following con- 
clusions: 

1. Septic thrombophlebitis occurs oftener than 
was formerly suspected. 

2. The mortality can be estimated to be not 
less than 70 per cent. 

3. In many cases the process can be arrested 
by ligation of the involved veins. 

4. In chronic cases the diagnosis can be made 
with a fair degree of certainty. 

5. In acute pyemia the mortality has not been 
influenced by operation. W. D. PuILures. 


MISCELLANEOUS 


Rissmann, P.: The Influence Exerted upon Preg- 
nancy by Dietetic and Medicinal Means, and 
Analyses in Regard to the Alkalinity of the 
Blood (Beitrige zur diitetischen und medikamen- 
tésen Beeinflussung der Schwangerschaft nebst 
Analysen iiber den Alkaligehalt des  Blutes). 
Frauenarst, 1915, No. 1. 


All serologic theories, however correct they may 
be, are nevertheless one-sided. They do not take 
into consideration that there are other substances 
besides albumin in the blood and serum, such as 
fat, sugar, split products of albuminous digestion, 
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and numerous salts. Furthermore, they take into 
consideration only what shall enter the maternal 
organism but not what is taken from it. Thirdly, 
they do not take into consideration the variable 
conditions of the maternal organism, the mechanical 
disturbances of pregnancy, constipation, accidental 
disease, etc. The greatest objection, however, 
raised against the placental theories and the like 
is that they have not offered us anything thera- 
peutically. On the contrary, the serum therapy 
did not live up to its promises and has almost 
generally been displaced by the injection of salt 
solution, as recommended by Rissmann. 

Metabolism is radically changed during preg- 
nancy. It is therefore essential in treating the 
toxwmias of pregnancy to depend upon the analyses 
of the maternal metabolism for a cue as to treat- 
ment. Analyses of the maternal metabolism during 
pregnancy made clear the following points: 

1. There is a considerable retention of albumin. 
Albumin catabolism, however, shows considerable 
change as less urea but more ammonia, creatin 
ammo-acids are excreted (Rest-Stickstoff), nitrogen 
is constantly increased. 

2. The assimilation of sugar is decreased during 
pregnancy. Diabetes is usually aggravated. 

3. Fat metabolism is also disturbed. A hyper- 
lipemia exists (increase of glycerine fats and 
cholesterin fats). 

4. A positive metabolic balance also occurs for 
phosphate of calcium and magnesium. 

5. The coagulability and viscosity of the total 
amount of blood should be increased. 

6. Iron, calcium, and magnesium are more abun- 
dant in the foetal circulation than in the maternal. 

7. The fixed acids of the blood are increased 
at the expense of the carbonic acid (acidosis). 

8. In regard to the alkalies in the blood during 
pregnancy and the puerperium, the author makes 
the following statement: 

During pregnancy the woman has relatively 
less sodium than potassium in contradistinction 
to the non-pregnant state. The newborn child 
has more sodium than the mother and less potassium. 
In eclamptic patients during labor both values — 
sodium and potassium —are higher than in the 
normal pregnant woman, whereas during the 
period of convalescence a marked rise of sodium 
and a decrease of potassium occurs. Nephritis 
also occasionally leads to sodium retention in the 
parturient women. The mother is influenced dele- 
teriously by the placenta in several ways, as nu- 
tritive substances and salts are taken from her 
and she is burdened with the most variable products 
of metabolism. In addition there is the action 
exerted upon all the glands of the female organism 
(not only glands of internal secretion) by this 
changed metabolism. Besides there are numerous 
accidental causes in the maternal organism which 
may pervert this changed metabolism into a real 
metabolic disturbance, such as uremia and diabetes. 
Examples are: 
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1. Primarily diseased organs such as the kidneys, 
liver, pancreas, thyroid, etc. 

2. Severe compression of organs of the chest 
and abdominal cavity, as in hydramnion or twin 
pregnancy. 

3. Obstinate constipation (auto-intoxication). 

4. Intercurrent diseases (angina, icterus, etc.). 

Even the apparently healthy pregnant woman’s 
life is different during pregnancy, and efforts must 
be directed toward discovering the first signs 
which presage a serious disturbance of metabolism 
in the patient. Hence elaborate investigations of 
metabolism are necessary. 

Rissmann recommends the following diet for 
the healthy pregnant woman: meats should be 
curtailed, the maximum for a normal woman doing 
her own work should be 100 to 150 gms.; alcohol, 
beans, coffee, tea, spices (excluding salt), should 
be diminished, as well as all substances containing 
irritants, such as horseradish, radishes, onions, 
celery, asparagus, parsley, etc. Meat broths, 
meat juices, sharp sauces, and such meats as 
are rich in nuclein and extractives, as game, liver, 
kidneys, veal, lean beef fried, should be prohibited. 
Not more than three eggs should be used daily. 
Vegetables and fruit should be plentiful, especially 
the green vegetables for their iron content, likewise 
coarse bread. Fluids should be plentiful to prevent 
the concentration of the blood and to promote the 
excretion of the nitrogen containing substances, 
and the alkali chloride mineral waters are best. 
Five small meals should be taken; all excesses should 
be avoided, and the bowels kept regular. 

To recognize the disturbances of metabolism 
early, the infant welfare stations should be made 
also consultation stations for the pregnant. Of 
considerable importance are blind headaches in 
the presence of albumin-free but concentrated 
brown urine. Boiling the urine shows the presence 
of numerous salts, soluble, however, upon addition 
of acids. The urine becomes lighter then. Increased 
pulse-rate accompanied by general malaise is not 
uncommon. The disturbances of the digestive 
tract should be remedied early. Constipation 
must be remedied by all means. Auto-intoxications 
are possible, yes, highly probable. Gastro-intes- 
tinal disturbances may become the exciting cause 
of eclamptic attacks. 

The author not rarely observed disturbances 
in the sensory and motor nerves remediable by 
dietetic means. He lays considerable stress upon 
the excretion of coloring solutions and table salt 
in the urine after intravenous injections of phenol- 
sulphonephthalein. 

In regard to treatment of disturbances of meta- 
bolism, important points may be gained from the 
above and Rissmann emphasizes the different 
forms of diet. The dietetic treatment may be 
supplemented beneficially by medicinal treatment. 
In one pregnant woman with severe pruritus, 
vegetable diet and calcium lactate 1 gm. t. i. d 
resulted in cure. Fish was permitted. Cramps in 
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the calves of the legs were twice successfully treated 
with equal parts of calcium phosphate and potassium 
bitartrate, the dose being the tip of a knifeful once 
daily. Numerous cases of severe headache were 
successfully combated ‘with a vegetable diet, 
with some calcium added. In nephritis a vegetable 
diet or a diet poor in table salt, and eventually a 
diet poor in potassium, is of much value. In 
nephritis of the severe grade, premature labor was 
induced if the child was viable. 

In itching dermatitis of pregnancy, the injection 
of Ringer’s solution, repeated if necessary, and 
accompanied with regulation of the diet, has ren- 
dered excellent results. Several times the injection 
was refused and complete cure resulted from dietetic 
measures, plus the administration of salt mixtures 
(3 times daily 1 gm. sodium chloride, 1.5 gm. each of 
ferric oxide, saccharine solution, sodium bicarbonate, 
sodium phosphate, and calcium phosphate 4 gm.). 

Pernicious vomiting during pregnancy is not 
due to an intoxication of pregnancy in all cases. 
In less than half of the cases it is due to disturb- 
ances of metabolism, a differential diagnosis from 
the chemical and microscopic examination of the 
urine and from functional tests of the kidneys. In 
addition, an examination for bilirubin, urobilin, 
and urobilinogen must be made. In a very severe 
case the dietetic treatment proved very successful. 

According to Rissmann, eclampsia is the end- 
product of a true disease of metabolism parallel to 
uremia and diabetic coma. He is therefore of the 
opinion that for its prevention it is not only necessary 
to regulate the sodium chloride content, but also 
the nitrogen content of the diet. In the severer 
grades of metabolism disturbances during preg- 
nancy, the albumin of the diet should be reduced 
to allow, the minimum requirement —about 60 
to 80 gms. daily. There is no danger therefrom for 
mother or child. If eclampsia has developed, the 
medicinal subcutaneously or rectally applied 
therapy alone is to be considered. He favors 
early interruption. By waiting too long with the 
patient under the influence of morphine and chloral, 
the infant mortality rises considerably. Not all 
cases of eclampsia demand an interruption of 
pregnancy; a venesection of 500 ccm. blood is to 
be recommended. The injection of Ringer’s 
solution is contra-indicated as the excretion of 
sodium chloride is generally disturbed. Rectally 
a 5 per cent solution of magnesium sulphate may 
be given. In habitual abortion, potassium iodide 
is of value. 

Rissmann’s conclusions may be summarized as 
follows: 

1. As there are severe metabolic changes during 
every pregnancy, even the healthy pregnant 
woman should receive special dietetic care. 

2. The foetus and placenta, as well as the ma- 
ternal organism, present numerous causal factors 
which may convert the changes of metabolism into 
real disturbances of metabolism, frequently of a 
severe nature. 
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3. Although accurate chemical analyses still 
leave much to be cleared up, we can nevertheless 
state even today that by means of a rational diet, 
medinal, and probably also organotherapy, we can 
influence the disturbances of metabolism during 
pregnancy very favorably. 

4. By the means enumerated, we may in the 
great majority of cases avoid and cure the so-called 
toxemias of pregnancy so that abortions and pre- 
mature labors without viable children may be 
reduced to a minimum. L. A. JUHNKE. 


Petri, T.: Parenteral Digestion of Albumin and 
Its Relation to Obstetrics and Gynecology 
(Neue Probleme des parenteralen Eiweissabbaues 
in ihrer Beziehung zur Geburtshiilfe und Gyniiko- 
logie). Monatschr. f. Geburtsh. u. Gyndk., 1915, 
xli, 309, 388. 


Petri performed a large amount of clinical and 
experimental work on the formation of protective 
ferments in the blood against albumin, and the 
results of his research are given in tabulated form. 
He used rabbits as experimental animals. He found 
that proteolytic ferments are produced by the in- 
jection of the individual’s own albumin as well as 
by foreign albumin. These ferments are not specific 
for the organs from which the albumin originated; 
that is, the same albumin produces ferments that 
act on placenta, muscle, kidney, lung, etc. Another 
new point brought out in his research is that similar 
ferments can be produced in the animal’s blood by 
the artificial production of a hematoma. After 
absorption of the serum albumin from the blood 
effusion, ferments are formed that are capable of 
digesting the tissue of various organs, including the 
placenta. This was found to be true in the human 
being also; a young woman, not pregnant, crushed 
her finger and there was an extensive effusion 
of blood into the surrounding tissues. Twenty- 
four hours after the injury the blood showed 
albumin-splitting ferments, which disappeared again 
three weeks later after the effusion had been 
absorbed. 

The ferments that appear during pregnancy 
digest not only placenta, but also other organs. 
Ferments are produced not only by foreign albumin 
but by the parenteral administration of the indi- 
vidual’s own albumin, and they are produced not 
only during pregnancy but also under other path- 
ological conditions and by natural or induced con- 
ditions in which undigested albumin passes into the 
circulation. Therefore, while the Abderhalden 
reaction will always be positive in pregnancy, it will 
also be positive in various other conditions. The 
albumin splitting ferments are probably mobilized 
at once after the intravenous introduction of 
foreign albumin, and their action persists for a 
certain length of time only. Petri could de- 
monstrate ferments 15 minutes after. the injec- 
tion, which persisted for 48 hours; but after 5 
days no trace of ferments could be demonstrated. 

A. Goss. 
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Cornell, M. C.: The Use of Pituitrin in Obstetrical 
Work. Clinigue, Chicago, 1915, xxxvi, 120. 

The author is of the opinion that pituitrin if used 
in suitable cases is a valuable drug. She believes 
that many of the failures following its use might 
be explained by the fact that at first the drug was 
prepared from the whole gland, whereas more mod- 
ern researches have established the fact that the 
posterior lobe is the one from which the drug 
should be made. The drug must be fresh, and 
alcohol should not be used in the syringe, because it 
tends to neutralize the drug. 

The author gives the following observation in 
over a hundred cases in the service of Emil Vogt of 
Dresden: “After the rupture of the foetal mem- 
branes in the second stage of labor the effect of the 
drug is most pronounced; the contractions of the 
uterus follow each other much more rapidly and 
energetically, and the intervals between pains are 
decreased; it failed only once, in a case given very 
early.” 

To further illustrate the promptness of the ac- 
tion of the drug the author gives a record of 8 
cases in which pituitrin was used on an average 
of thirty-six hours before the injection and twenty- 
eight minutes afterwards; in none of the cases was 
the dilatation greater than three fingers in diameter 
at the time of injection. Another use of pituitrin is 
in cases in which the catheter has to be used follow- 
ing parturition, one injection usually being sufficient. 
As a galactagogue he says the extract given by the 
mouth is fully as efficient as the hypodermic in- 
jection. Other uses are in atonic post-partum 
haemorrhages, casarean section, and placenta previa 
lateralis. W. D. 


Moodie, R.L.: The Occurrence of a Nine-Millimeter 
Human Embryo in the Margin of a Full-Term 
Placenta. Surg., Gynec. & Obst., 1915, xx, 561. 


The embryo was found accidentally on the margin 
of the placenta while looking for the yolk-sac which 
is commonly believed to occur in this location. The 
object was located on the foetal surface between the 
chorionic and amniotic membranes and above the 
large marginal cotyledon, just at the base of the 
amniotic fold of Schultze. It was enclosed in a 
sac of thin, glistening tissue to which it was slightly 
adherent. The embryo was slightly flattened, 
possibly by pressure from the other foetus. 

The child to which the placenta was attached 
was a vigorous female infant of 9 pounds, 3.5 ounces 
in weight at birth, apparently normal in every 
respect, and showed a gain at the end of the first 
week of 3.5 ounces. The mother, before marriage 
had undergone an operation for appendectomy, at 
which time the left ovary was removed, the fallopian 
tube resected, and a cyst removed from the other 
ovary. A bicornate uterus was not indicated. 
Pregnancy lasted 270 days and delivery was spon- 
taneous, with a large amount of liquor amnii. The 
placenta and envelopes were normal in every respect. 

The literature on superfoetation and allied topics 


is very extensive and goes back to the earliest 
medical writings of Hippocrates and other early 
Greek writers, in whose writings there are numerous 
references to superfoetation. This subject is today, 
however, not well understood and is on an insecure 
basis, in spite of numerous contributions to the 
subject. The present instance therefore is not 
assigned to any particular phase of superfoetation 
but the following possibilities are suggested: (1) 
parthenogenesis, (2) fertilized polar bodies, (3) an 
embryoma, (4) undeveloped twin—due to inanition, 
and (5) superfoetation. All five of the possibilities 
are uncertain and much work must be done to place 
any one of them on a secure footing. Accurate 
clinical observations of the actual occurrence of any 
one of these is needed to establish the subject in a 
satisfactory manner. 


Platt, H.: Birth Palsy. Brit. M.J., 1915, i, 793. 


Certain etiological factors are well established 
and accepted by all. In the vast majority of cases 
birth palsy is seen in an infant born after a pro- 
longed and difficult labor in which there was a dis- 
proportion between the size of the child and the 
maternal pelvis. 

Statistics available show that the injury occurs 
more frequently in vertex than in breech presenta- 
tions, but the exact relative proportions remain to 
be settled in the future from a large series of cases. 

There are, then, two opposing theories to explain 
the etiology of birth palsy. 

1. Primary paralysis, due to stretching or tearing 
of the brachial plexus. 

2. Primary joint or bone lesion, with or without 
secondary paralytic phenomena. 

As to symptoms and signs, it is noticed that fol- 
lowing a difficult labor in which instruments may or 
may not have been employed, one arm of the infant 
hangs limp and motionless. The position of the 
affected limb is characteristic, the arm hanging close 
by the side in full internal rotation at the shoulder, 
with the elbow extended, the forearm pronated, 
the fingers flexed, and in some cases obvious wrist- 
drop. For a few days the neck and shoulder may be 
tender, the infant resisting all efforts of examination 
and manipulation of the limb, usually no actual 
bruising or other superficial local signs of trauma 
being seen. If untreated, the subsequent progress of 
the case may be along one of three lines: 

1. Rapid and complete spontaneous recovery 
may ensue, leaving the limb in a practically normal 
state. 

2. There may be complete absence of recovery 
with persistence of a flail-joint. This is a rare 
sequel. 

3. Considerable recovery may take place, but 
in an incomplete manner, leaving a residual paraly- 
sis. 
This latter event is the one usually seen, so that 
after some weeks the arm is no longer limp but is 
used by the child with fair power. As time goeson 
in all moderate and severe cases there is an evident 
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lack of growth in the whole limb and shoulder 
girdle. The author emphasizes that there is fre- 
quently associated a posterior subluxation of the 
shoulder. 

Brachial plexus theory: The conception of birth 
palsy as a primary lesion of the brachial plexus 
is one based on sound clinical, pathological, experi- 
mental, and operative evidence. It is generally held 
that the exact lesion is either a simple tearing of the 
nerve-sheaths or a stretching, laceration, or com- 
plete rupture of the nerve-trunks. Every degree 
of injury is possible, and may involve the whole 
plexus or be localized to one or more trunks. 

It is instructive to compare and contrast the 
upper-arm type of infantile paralysis with obstetri- 
cal palsy. The characteristics of the former are 
extreme muscular atrophy, a flail shoulder-joint, 
but no fixed contracture or subluxation in the antero- 
posterior plane. In birth palsies there is usually 
little atrophy and flaccidity, but a fixed contracture 
and posterior subluxation of the joint are present. 
Brachial plexus injuries in the adult, on the other 
hand, generally show considerable muscle atrophy, 
and subluxations of the shoulder are rare. 

Epiphyseal or joint lesion theory. In a recent 
contribution Vulpius reiterates his view that the 
essential lesion in birth palsy is a bone lesion. 
Paralysis he dismisses lightly as a secondary unim- 
portant feature. The traction injury at birth 
produces a fracture or displacement of the upper 
epiphysis of the humerus, which is followed later 
by union in the dislocated position. Lange con- 
siders that the chief lesion is a laceration of the 
anterior part of the joint capsule, the healing of 
which produces a twist of the humerus at the 
shoulder-joint in the position of internal rotation, 
but with no dislocation. 

Turner Thomas has enthusiastically supported 
the shoulder-joint theory, and has brought forward 
a new conception of the mode of production of the 
injury. Thomas believes that in all cases the joint 
capsule is damaged, and in addition, in the majority 
of instances, an actual subluxation is produced at 
the time of birth; this subluxation is difficult to 


diagnose, and therefore is invariably missed in the 
first few weeks. The resulting scar tissue from the 
lacerated capsule involves the brachial plexus 
cords lying in close proximity to the shoulder-joint, 
causing paralytic phenomena which are usually 
slight and transient. 

The violence producing this shoulder-joint in- 
jury is not traction during delivery, but pressure 
exerted by the bony pelvic wall on the anterior 
aspect of the infant’s shoulder while it is still in 
utero. According to the degree of backward pres- 
sure there is either a tearing of the joint capsule or a 
subluxation of the joint. 

The author thinks it is probable that the com- 
bination of physical signs presented in birth palsy 
may be produced by a pure plexus lesion, a joint 
lesion, or an epiphyseal displacement. The dif- 
ferential diagnosis in infants so young is well nigh 
impossible, but as the treatment is the same for all, 
this is not so serious. The theory that the injury 
is the result of pelvic compression relieves the ac- 
coucheur. 

Treatment may be divided into three stages: 

1. Simple paralysis. The arm should be ab- 
ducted to 90 degrees and fixed there, flexed to a 
right angle at the elbow, the forearm fully supinated, 
and wrist and fingers hyperextended. This posi- 
tion of relaxation must be kept up night and day, 
accompanied by daily massage and passive motion. 
The results of operations on the plexus in children 
have been uniformly poor, in rare cases showing 
little or no recovery. In arthrodesis, tendon trans- 
plantation is as a rule preferable to an attempt at 
nerve-suture. 

2. Internal rotation, deformity at the shoulder, 
anesthesia stretching, external rotation, and ab- 
duction to be followed by the above-mentioned rest 
for the muscles if no subluxation is present. 

3. Posterior subluxation. Manipulation under 
anesthesia may suffice, but usually an open opera- 
tion is necessary. A plaster-of-Paris cast is applied, 
fixing the limb in full external rotation with the el- 
bow well back. Three months later, massage and 
manipulation are begun. A. C. BEck. 
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Dunn, J. S.: Neuroblastoma and Ganglioneuroma 
of the Suprarenal Body. J. Pathol. & Bacteriol., 
1915, Xix, 456. 


The author describes two new tumors of the ner- 
vous system, giving a brief description of the his- 
tory of the case, histology of a neuroblastoma of the 
right suprarenal, and a case of ganglioneuroma, 
giving its history, macroscopic and microscopic ex- 
amination, describing fully the tumor-cell, fibrillar 
material, malignant parts, secondary tumors, and 
metastatic findings. He reviews the whole field 
of ganglioneuromata, giving a table of the 51 cases, 
already described, including the author’s, and three 
plates with thirteen figures of the two cases here 
cited. 

In discussing the cases the author points out the 
facts already brought out, emphasizes their value, 
and presents some important points in differentiating 
between the new cases, at the same time noting 
their remarkably close resemblance. 

The age incidence is cited as a factor. In 42 
cases in which the age is given, 16 were in the first 
decade, 9 in the second, 4 in the third, 8 in the fourth, 
2 in the fifth, while in 3 cases the age was over sixty. 

The tumors tend to be of fairly large size, and the 
author considers Falks’ observation as approximate; 
viz., that the size of the tumor is in inverse propor- 
tion to the age. No predilection is shown as to sex. 
The possible site of the origin of these tumor is 
considered by the author to be coextensive with the 
nervous system, and the sympathetic system par- 
ticularly from the main chains and their abdominal 
branches. 

He calls attention to the fact that, whereas the 
majority of these tumors are solitary, some groups 
consisted of as many as 160 (Bencke’s case). 

In presenting these two cases the author em- 
phasizes two important and _ significant facts. 
First, the occurrence of lymphocyte-like cells along 
with the ganglion cells, which were accompanied 
by a peculiar form of fibrillar material differing 
from mature nerve-fibers being arranged in rosette 
forms, in parts of the tumor not of a malignant 
character. Second, in ‘definitely malignant’’ 
parts of tumor, no ganglion cells are present and all 
cells are small; the fibrillar material being ar- 
ranged in “rosettes” as above. 

The author concludes that the evidence points 
to the conclusion that both forms of tumors are 
derived from residues of neuroblastic tissue which 
have become dislodged from their natural place in 
the scheme of development of the nervous tissues. 
Where the residual cells return to their original 


embryonic form, a malignant tumor results—a 
neuroblastoma. The separate cells may continue 
to deve'op in a fairly normal fashion so as to produce 
a tumor of ganglion cells—a ganglioneuroma. 

H. W. PLAGGEMEYER. 


Frank, L.: Anuria Due to Unilateral Calculous 
Obstruction. Surg., Gynec. & Obst., 1915, xx, 526. 
The scope of Frank’s contribution is limited to a 
consideration of anuria due to calculous obstruc- 
tion above the bladder, and is restricted to those of a 
unilateral type. His observations are based on 
five cases. 

In some experiments with reference to the results 
of ligation of one ureter, the observations were 
made: that a kidney might resume work even after 
six to eight weeks of obstruction of its ureter; that 
for a period of from two to five days, sometimes 
longer, after ligation (obstruction), the surrounding 
tissues were oedematous, the veins enlarged; that 
after removal of the obstruction, the urine filtered 
through the kidneys very rapidly (polyuria); that 
the unobstructed kidney became primarily intensely 
congested, arterial then venous, and very quickly 
hypertrophied. 

These observations have been confirmed clinical- 
ly in his cases of calculous obstruction, and seem 
to explain certain symptoms and, probably in certain 
instances, failure of the unobstructed kidney to 
functionate. Likewise, the anuria occasionally 
following nephrectomy may, in the absence of a 
mechanical obstruction, find its explanation in the 
same causes. 

In ligation experiments, the urine output of the 
unobstructed kidney is always at first moderately 
diminished, due to the altered circulation. Based 
upon this and the tremendous arterial congestion 
in the kidney, he has been led to believe that herein 
lies the cause of anuria in cases of unilateral calculous 
obstruction. This is doubtless the congestive 
reflex, the reflex congestion referred to by Israel 
in his thesis in 1888. 

One of the kidneys being incapacitated, the com- 
pensatory vascular activity in the other fills the 
afferent vessels with a volume of blood which cannot 
be cared for by the efferents. This permits further 
over-distention from the arterial side, and leakage 
from the arterioles adds to the direct pressure on 
the veins, further lessening the escape of blood, 
and mechanically, as a result of this circulatory dis- 
turbance, the kidney is overwhelmed with arterial 
blood, thus interfering just as efficiently with urinary 
excretion as if the renal vein were ligated. Com- 
plete interruption of venous escape produces anuria, 
just as does any permanent obstruction of urinary 
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output from the kidney. He would, therefore, 
offer this circulatory disturbance as an explanation 
of anuria in the presence of one obstructed and a 
second good and normal] kidney. 

The anuria as a rule begins suddenly. There may 
be periods of polyuria with recurrence of total 
suppression, indicating that probably the stone has 
shifted or that some temporary alteration of blood- 
pressure has occurred in the good kidney. 

In all cases the fact was noted that the compensa- 
tory work of the unobstructed kidney was always 
attended with decided increase in its size. 

In the author’s case, too, an infection of the 
right kidney preceded the calculous obstruction on 
the left, and such a case would bear out the observa- 
tions to which others have previously called atten- 
tion. It is further observed that obstruction may 
occur in a ureter which is partially dilated by invag- 
ination of the undilated portion. In this particular 
instance it was in the nature of an intussusception. 

In discussing the symptoms of calculous anuria, 
it would seem that probably the most important 
feature in connection with anuria of this kind is 
the absolute absence of any disturbance in these 
individuals aside from lack of urinary secretion. 

Realization of the possibility of the causation of 
anuria should lead at once to a thorough cysto- 
scopic and radiographic examination. If this is 
impossible for any reason, and even if such ex- 
amination be negative, with a clear history and a 
fair presumption as to the cause of the obstruction, 
operative intervention is urgently and immediately 
indicated. 

After the stone has been located by the X-ray, 
it may be well to attempt the passage of the ureteral 
catheter. It may be possible to introduce a cathe- 
ter past an obstruction due to stone and relieve the 
anuria as in the author’s third case. 

If for any reason immediate surgical intervention 
is not undertaken and it is impossible to pass the 
obstructing stone, lavage of the unobstructed kid- 
ney through the catheter may be of some benefit 
in reéstablishing kidney secretion. In addition to 
this, purgation and depletion for the purpose of 
lowering blood-pressure may be useful in attempting 
to restore the flow of urine. The present methods 
in vogue of giving digitalis with large amounts 
of water and other diuretics is deprecated and con- 
demned. 

The nature of the operation to be performed is in 
some respects a matter of choice. Speed and 
expeditiousness are, however, quite necessary. 
Either the obstructed kidney must be nephrotomized 
or pelviotomy done. | The latter operation is equally 
efficient in securing the desired results and is far 
less dangerous. Decapsulation of the unobstructed 
kidney, should such kidney not be extensively dis- 
eased, may restore the secretion to this kidney. 
Should any doubt exist as to which kidney or ureter 
is obstructed, there is no objection to doing a bilat- 
eral operation. Even bilateral nephrotomy may be 


desirable. It is unnecessary to remove the calculus 
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at the first operation. Should a single calculus be 
present in the lower end of the ureter, and the kid- 
ney pelvis opened, or a nephrotomy done, such a 
stone may be dislodged and pushed into the bladder 
by means of the ureteral catheter passed from above. 

The reason for the operation is primarily the re- 
establishment of the kidney function. In no in- 
stance should surgical intervention be delayed 
more than forty-eight hours. 


Macklem, G. de: Nephrolithiasis. 
1915, Cl, 944. 

In an excellent article on the general subject of 
nephrolithiasis the author gives a very extensive and 
excellent differential diagnostic table which is well 
worth study. He reports a new method of treating 
hematuria; namely, the use of .o4 grams of ematine 
hydrochloride. He mentions, but does not lay any 
particular stress upon, the value of ureteral catheter- 
ization with dilatation of the ureters and injection 
of oil as a means of relieving cases of ureteral stone. 

The article is well summed up in the author’s con- 
clusions which are as follows: 

1. Though the presence of renal calculus is most 
frequently noted between the ages of 20 and 30 years 
it is encountered at any age, uric acid infarcts having 
been found in the newborn. 

2. The precipitation of salts in the urine is usually 
preceded by a catarrh of the renal tubes, brought 
about by a highly acid condition of the urine. 

3. Calculi are more frequently encountered in the 
right kidney than in the left, owing possibly to its 
being more freely movable, and stones in the kid- 
ney and ureter of the same side, and stones in both 
kidneys and ureters are not infrequent. 

4. Pain constitutes the most prominent symptom 
in the average case, the severity of which depends 
upon the roughness and movability of the stone, 
rather than upon its size. 

5. Theextent of the disease should never be judged 
by the lack or presence of symptoms of unusual 
severity, especially pain, as cases are very frequent, 
indeed, in which the subjective symptoms are 
few, or are replaced almost entirely by those of 
a reflex character, and yet an almost total destruc- 
tion of the kidney may have taken place. 

6. In practically every case blood-cells can be 
found in the urine immediately upon the cessation 
of the attack of colic. 

7. In making a diagnosis of nephrolithiasis, 
it is necessary to consider several factors, and the 
positive determination of its existence rests, not 
only upon the signs presented by the suspected 
kidney, but also upon those presented by its fellow. 

8. Cystoscopy is not indicated in this class of 
cases until the diagnostician is positive that the 
case is not one of renal tuberculosis in which the 
bladder has not become involved, as it occasionally 
gives rise to traumatism that is sufficient to act as a 
predisposing cause of vesical tuberculosis while the 
bladder was free from involvement before the ex- 
amination. 
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g. Care should be exercised not to interpret every 
obstruction to the free introduction of a ureteral 
catheter, as a stone, as several other conditions 
are capable of producing an impediment. 

10. It is of prime importance to make it a prac- 
tice to test ureteral catheters thoroughly before 
using, and to see that they are washed out imme- 
diately afterward. 

11. It should be a rule for the physician to see 
that a réntgenograph is made in every suspicious 
case. 

12. The medical treatment of this condition 
can only be symptomatic and palliative, but should 
be given a fair trial unless the case becomes an 
emergency one. V. D. LEsPINASSE. 


Bartlett, W.: A Method of Surgical Treatment for 
Floating Kidney. J. Mo. St. M. Ass., 1915, xii, 
152. 

The author believes that successful non-operative 
treatment of floating kidney is often accomplished by 
means of a support below the organ, such as a belt 
or supporting pad; then, too, Nature helps by supply- 
ing a pad of fat after the rest cure. 

He proposes a technique of operation used in 17 
cases, 11 of which he has been able to follow up 
closely. 

The technique of operation is as follows: 

1. Make an incision which equally divides the 
angle formed by the last rib and the erector spine 
muscle; this should expose the fatty capsule. 

2. The fatty capsule is carefully stripped from 
the abdominal wall behind and the kidney lifted 
with it out of the abdominal cavity. 

3. An incision is made along the convexity of the 
organ, dividing the fatty capsule and the tunica 
propria. Both these structures, adhered together, 
are completely stripped back and inverted. In 
rare instances the tunica propria is adherent and 
must be left behind. 

4. This rather thick-walled bag is drawn by a 
few catgut sutures into a ball below the kidney ped- 
icle and anchored with the same catgut strand to 
the interior of the abdominal muscles at a point 
just below the inferior angle of the laparotomy 
wound. 

An operator will be agreeably surprised at the 
difficulty experienced in returning the kidney to the 
abdominal cavity after such a support is formed. 
There is nothing to prevent such a naked kidney 
becoming firmly adherent to naked muscles during 
the succeeding two or three weeks in bed. 

Of the 11 cases reported 9 were examined from 
one to fourteen months after operation. There 
were no recurrences and all were improved, while 
most of them were completely relieved of their 
former symptoms. H. G. Hamer. 


Keith, N. M.: Experimental Hydronephrosis. 
Bull. Johns Hopkins Hosp., 1915, xxvi, 160. 


The method employed in these experiments was 
partially to obstruct a dog’s ureter on one side and 


remove the opposite kidney. An ordinary elastic 
band, 1 mm. in thickness, was placed around the 
ureter just above the entrance into the bladder and 
held in place by a silk ligature. Tests with a water 
manometer on a recently sacrificed dog showed 
that this method produced a back pressure of 
about 30 cm. It had been known that a back pres- 
sure of over 45 cm. of water would very soon lead 
to a complete cessation of function. The particular 
object of the experimenter was to study renal 
activity over a considerable period of time follow- 
ing the production of a hydronephrosis. Dogs 
sacrificed at the end of one week, although clinically 
normal, showed definite hydronephroses of the re- 
maining kidneys, All dogs thus treated developed 
toxic symptoms at the end of three or four weeks 
and died. 

The following daily functional tests were made: 
intake of nitrogen in the food and output in the 
urine, phthalein test, lactose and phloridzin tests, 
and the estimation of the urea and total non-pro- 
tein nitrogen content of the blood. The phthalein 
output on the third or fourth day showed a mod- 
erate diminution, and at the same time the non- 
protein nitrogen in the blood increased to four times 
the normal amount. The lactose and phloridzin 
tests showed only a slight variation from the nor- 
mal. From the fourth day until the development 
of toxic symptoms, three to four weeks later, the 
renal function remained almost stationary. At 
times the urinary output of nitrogen exceeded the 
nitrogen in the food, and the author suggests this 
as an indication that the increase of the non-coag- 
ulable constituents of the blood is not only due to 
a renal retention, but also to a metabolic disturbance 
which results in an increased nitrogen catabolism. 
With the onset of the terminal toxic symptoms, 
the renal function showed severe impairment along 
with a rapid rise in blood nitrogen. The sacrifice 
of two animals within ten days of the operation, 
in which no evidences of infection were found on 
histological examination, justifies the belief that 
back pressure, and not infection, produced the 
above functional changes. Frank HInMAN. 


Carta-Mulas, L.: Repeated Rupture of an Echi- 
nococcus Cyst of the Kidney Accompanied by 
Abortion (Cisti da echinococco del rene, ripetuta- 
mente svuotatasi per le vie naturali, coincidente 


con aborti). Gazz. d. osp. ed. clin., Milano, 1915, 
XxXvi, 613. 


Echinococcus cyst of the kidney is very unusual. 
Davaine reports 31 cases among 367 cases of 
echinococcus, Neisser 80 in 983, and Madelung 7 
in 196. Prof. Pinna found 2 cases among 63 cases 
of echinococcus in the province of Cagliari in Italy. 
Manasse has collected 51 cases from the literature, 
in which the cyst ruptured into the kidney pelvis. 
Recovery followed in the majority of these cases. 

The peculiarity of the case reported by Carta- 
Mulas lies in the fact that it has ruptured three 
times within the last three years, followed each 
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time by an abortion. The rupture of the cyst 
caused such severe kidney colic and muscular con- 
traction that the musculature of the uterus was 
involved, bringing about the abortion. The 
daughter cysts were discharged in the urine, which 
was bloody. The blood showed that the walls of 
the urinary tract had been injured. The tumor 
which could previously be felt in the kidney region 
disappeared after the rupture. The pain during 
the discharge of the daughter cysts was terrible, 
simulating that of kidney stone. The patient 
refuses surgical treatment and if the cyst forms 
again the author.will advise intensive neosalvarsan 
treatment, which has been found excellent in other 
cases of echinococcus cyst. A. Goss. 


Geraghty, J. T.: Renal Functional Tests. 
Johns Hopkins Hosp., 1915, xxvi, 155. 

Geraghty gives an excellent summary of the 
absolute and relative values of renal functional 
tests, and emphasizes the necessity of familiarity 
with these values in order to apply the tests intelli- 
gently and get the maximum amount of information 
that is available. The value of any excretory or 
retention test is purely empirical. It has no sound 
physiological or scientific foundation, inasmuch as 
the physics and chemistry of the excretion of sub- 
stances by the different parts of the kidney are un- 
known. In the average case reduction in functional 
power is roughly proportionate to the degree of 
anatomical change; but, as is well known, marked 
exceptions occur, and the author cites a case in 
which there was extreme reduction in function with 
very slight anatomical change. It is not possible, 
therefore, to correlate functional and anatomical 
values. This correlation and the estimation of the 
future loss or increase in function must rest upon a 
knowledge of the underlying pathologic process 
gained by clinical studies. Removal of the cause, 
renal stone for example, is sometimes possible and 
is followed by regeneration of function; but in 
case the cause of loss of function is chronic nephritis, 
it can be little affected. Consequently a combined 
functional and clinical study is essential in order 
to differentiate two functionally similar but clinic- 
ally different conditions. 

The number of tests is too large for all to be used 
in each case. This is not necessary, as many tests 
show a certain parallelism, and, furthermore, com- 
plete information is at times given by a single test. 
Familiarity with the reliability and significance of 
the findings of each test in the various types of 
disease is essential to a profitable selection. Of 
tests of excretion, phthalein furnishes more accurate- 
ly all the information available, and no advantage 
is gained by the employment of all. Lactose, how- 
ever, is useful in the very mild types of nephritis 
in which difficulty arises in deciding as to whether 
the condition is really a mild nephritis or a functional 
albuminuria, for it will show a delayed excretion 
when phthalein and tests of retention are normal. 
In cases where the phthalein output is low one of 


Bull. 


323 


the tests of retention is indicated, and the author 
recommends blood urea by Marshall’s urease meth- 
od. There is an exceptional type of nephritis show- 
ing oedema, albumin, and casts in which the func- 
tion is normal, or even better than normal, for all 
substances except salt. However, in the vast 
majority of cases all the information available from 
functional tests will be furnished by phthalein, 
except where the phthalein is low, when an esti- 
mation of the blood urea gives additional informa- 
tion. 

To the surgeon functional tests are of particular 
value in two types of cases: (1) in disease of the 
kidney secondary to obstruction of the lower urin- 
ary tract and (2) applied with ureteral catheteriza- 
tion in unilateral and bilateral surgical diseases. 
In the former class phthalein is incomparable as a 
control of preliminary treatment and as a guide to 
the most propitious time for operation, as well as 
in differentiating suitable and unsuitable surgical 
risks. The great advantage of phthalein in the 
second group is that when checked up with a total 
estimation of renal function it indicates not only 
the relative functional capacity of each side, but 
also the absolute working ability of each kidney, 
information not given by any other known test. 
A knowledge of the total phthalein excretion enables 
the detection of loss of function due to inhibition 
at the time of the ureteral catheterization rather 
than to renal disease. 

Notwithstanding that functional tests have their 
limitations, the author concludes that if they are 
used in association with careful clinical studies 
and a proper regard for the information which they 
can furnish, a clearer conception of the renal con- 
dition will be obtained than from clinical studies 
alone. FRANK HiInMAN. 


Kohlmann, W.: Pelvic Kidney; Pyonephrosis with 
Stones. Am. J. Surg., 1915, Xxix, 190. 

In reporting a case of congenital pelvic kidney 
the author refers to the fact that abnormal develop- 
ment is more frequent in the genito-urinary system 
than in any other part of the body. In the diagno- 
sis of abnormalities of the kidney the associated 
anomalies of the genital system are to be taken into 
consideration as they are developed together, and 
deviations from the normal are caused by defects 
of development in the embryonic stage. In the 
presence of such anomalies the existing abdominal 
tumor should awaken suspicion of the ectopic kid- 
ney. Diagnosis is not usually made before operation. 
A few cases have been reported as diagnosed before 
laparotomy, but the majority of cases noted are 
accidental findings at the time of operation or at 
post-mortem. In the case reported diagnosis was 


not made before operation. 

The patient was a woman, aged 24, who had 
always been in good health up to six months before 
the present history. The onset was marked b 
abdominal pain accompanied by frequent micturi- 
tion. The patient had never menstruated. Ex- 
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amination showed a well-developed woman. The 
abdomen was distended and very painful to the 
touch, especially in the pelvic region. In the region 
of the vagina the skin showed only a slight depres- 
sion. On rectal examination the uterus and ovaries 
were not palpable, but the pelvic cavity was filled 
with a large mass so sensitive that it was not pos- 
sible to make a good bimanual examination. The 
patient’s temperature was between roo and 102° and 
the urine showed pus. 

At operation no uterus was found, but the ovaries 
were of normal size and were situated high in the 
abdomen. The left kidney was normal in position 
and size. There was no kidney on the right side. 
The pelvic cavity was filled with a retroperitoneal 
mass which proved to be a large pelvic kidney. The 
renal artery and vein were tied and were found to be 
rather low. The greatly dilated ureter was displaced 
to the left side by the tumor. The tumor was about 
the size of a foetal head and proved to be a large kidney 
filled with pus and stones. G, J. THomas. 


Geraghty, J. T., and Hinman, F.: Ureteral Calculi; 
Special Means of Diagnosis and Newer Methods 
of Intravesical Treatment. Surg.,Gynec. & Obst., 
1915, XX, 515. 


The symptoms of ureteral calculus are not diag- 
nostic and are insufficient to definitely determine 
either its presence or position, except in rare in- 
stances. 

While radiography is the simplest and probably 
the most valuable single diagnostic method for the 
detection of ureteral calculi, even in the most ex- 
pert hands, a surprisingly large percentage, 22.4 
per cent, may be undetected by it. This large 
percentage of failures demands the employment of 
supplementary methods before excluding stone. 

By means of collargol ureterograms a calculus 
occasionally will be shown which the simple X-ray 
failed to reveal. 

The employment of the wax-tipped catheter is 
by far the most accurate method for the detection of 
ureteral calculi, and this method should be in more 
general use. In 6 out of 35 cases of ureteral calculi, 
20 per cent, seen in the last two years, during 
which time this procedure has been used, it has 
located a stone where repeated skiagraphs were uni- 
formly negative. Owing to the great frequency 
of extra-ureteral shadows in the region of the pelvic 
portion of the ureter, diagnosis of ureteral stone in 
this position cannot be accepted without confirma- 
tory information. 

A considerable percentage of stones which enter 
the ureter pass spontaneously and the discovery of a 
small calculus is not always an indication for im- 
mediate operative interference. Unless the stone is 
blocking completely or produc’ng repeated and 
violent colic simple manipulative methods should 
first be employed. 

For calculi beyond the juxtavesical portion, dis- 
placement with the ureteral catheter, injection of 
oil, or the securing of relaxation of the ureteral wall 


by using the thermocatheter may in certain cases 
result in the expulsion of the stone. When the 
stone is in the vesical portion of the ureter cysto- 
scopic procedures should usually be successful. 

A study of their cases, as well as different series 
reported in the literature, shows that a considerable 
proportion (14.3 per cent, Geraghty and Hinman; 
17 Of 204 cases, Jeanbrau) of ureteral calculi are 
arrested in the intramural portion of the ureter—a 
portion which can be reached readily by cystoscopic 
methods. These methods, therefore, have an in- 
creasing field of usefuiness. 


Jeanbrau, E.: Stricture of the Ureter (Rétrécisse- 
ments de l’uretére). J. d’urol., 1914, vi, 349. 

Stricture of the ureter may be congenital or ac- 
quired; the acquired cases may result from trauma- 
tism, inflammation, or the passage of a stone. The 
pathological anatomy of the condition is discussed. 
Stricture of the ureter does not produce any symp- 
toms until it blocks the flow of the urine and causes 
dilatation of the pelvis. This occurs late in non- 
infected cases, and early in infected ones. 

The symptoms caused by unilateral, non-infected 
stricture of the ureter are the same as those of inter- 
mittent hydronephrosis from kinking of the ureter, 
except that in stricture the ureter dilates above the 
stenosis, while in hydronephrosis, the pelvis and 
calyces of the kidnev are distended first. Therefore 
the pain is somewhat lower down in stricture of the 
ureter. Pain starting in the pelvic ureter and irra- 
diating toward the kidney is symptomatic of stenosis 
of the ureter; another prominent symptom is the 
appearance of crises of pain almost immediately 
after drinking large quantities of fluid. Sometimes 
a large quantity of fluid is given as a means of 
differential diagnosis to see whether it will cause 
painful polyuria. Stricture of the ureter threatens 
the kidney on the same side with destruction by dis- 
tension, suppuration, or atrophy. Retention causes 
congestion, and this in turn invites infection. If 
there is any general infection from colon bacillus, 
staphylococcus, influenza, or tonsillitis, the kidney is 
apt to become infected. If it does the only chance of 
cure lies in nephrectomy, if the condition of the other 
kidney is such as to allow it. The prognosis of 
stricture of the ureter is therefore serious, and an 
examination should always be made for it in patients 
who have attacks of lumbar pain. A certain diag- 
nosis can be made only by catheterizing the ureters. 

Another valuable method of diagnosis is pyelog- 
raphy. Furniss has published two cases of stricture 
of the lower part of the ureter diagnosed by means of 
pyelography. The indications for treatment, in 
cases diagnosed early, are the same as in stricture of 
the urethra; that is, slow and progressive dilatation. 
If this fails operation is necessary. Incision of the 
stenosis may be from within or without the ureter. 
If the stricture is near the pelvis of the kidney or the 
bladder it is best to section the ureter near the 
stenosis and reimplant it into the pelvis or bladder. 

A. Goss. 
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BLADDER, URETHRA, AND PENIS 


Tarnowsky, G. de: A Unique Foreign Body in the 
Urinary Bladder. J. Am. M. Ass., 1915, lxiv, 
1495. 


The author’s case presents unique features. 
The patient, a male, aged 36, was admitted to the 
Cook County Hospital, October 10, 1914, complain- 
ing of dysuria and of pain in the lower abdomen. 
He stated that on May 15, 1914, long slender 
pieces of solid tar had been pushed into his urethra, 
by his fellow workmen while putting a tar coating 
on a roof. 

After he was released the last piece inserted was 
removed, but from that time on he had com- 
plained of frequency of urination and pain in the 
lower abdomen. The stream was small, usually 
dribbling, with blood at the close. He had chills 
and fever at various intervals. Ten days after 
admission to the hospital a cystoscopic examination 
was made, but on account of small bladder capacity 
and the acuteness of bladder inflammation the 
presence of a foreign body could not be determined. 

Under bladder irrigations his symptoms soon sub- 
sided and he became a helper in the hospital ward. 
On February 20, 1915, the patient complained of 
chilly sensations and severe pain in the lower 
abdomen. An X-ray examination was made to 
settle the question of foreign body in the bladder, 
with the report that there was a shadow present 
in the bladder which might indicate stone. 

On February 24, 1915, a suprapubic cystotomy 
was made. The bladder was found to be much 
thickened and a mushroom-like solid mass of the 
consistence of putty, partially covered with cal- 
careous deposit, was found in the bladder, its stem 
being. embedded in the prostatic urethra for a dis- 
tance of a third of an inch. The specimen, broken 
during removal and afterward pieced together, 
was the size of an English walnut and weighed 24 
grams. The mass itself was black, viscid, slightly 
soluble in water, readily soluble in alcohol and ether. 
On burning it gave off the characteristic odor of tar. 
The patient made a good recovery. H. G. Hamer. 


Hunner, G. L.: A Rare Type of Bladder Ulcer in 
Women. Boston M. & S.J., 1915, clxxii, 660. 

Hunner describes in detail a rare type of bladder 
ulcer in women, with a report of 8 cases from his 
own clinical material. The location of the ulcers 
varies from the vertex to the summit or the free 
portion of the bladder. He claims that the ulcer 
area may be easily overlooked, and attention may 
first be arrested by an area of dead white scar tissue 
on cystoscopic examination. In the neighborhood 
of this scarlike area one sees one or more areas 
of hypertrophy, which, on being touched, bleed 
and first show their character as ulcers. In other 
cases, or in subsequent examination of the same 
case, the ulcer may be well defined as a deeply red 
area with granulating base. The area is usually 
about one-half centimeter in diameter, although 


325 


two or three such ulcers at a time have been grouped 
in a larger inflammatory area. At certain exam- 
inations the central inflammatory area is found 
surrounded by a fairly wide area of oedema. At 
operation, after opening the bladder, the entire 
granulating surface may be detected easily with 
the bared palpating finger. One may be surprised 
to find that some of these inflammatory processes 
extend through the bladder wall and involve the 
peritoneum. 

The diagnosis may be difficult and practically 
impossible without cystoscopic examination. There 
is usually a history of serious symptoms simulating 
cystitis, which may extend over a long period. 
There is usually microscopic pus or blood in the 
urine. The significant thing in the cystoscopic 
picture is the slightness of the lesion as compared 
with the long duration and the intensity of the 
patient’s suffering. 

His conclusion, therefore, is that a diagnosis 
of this peculiar form of bladder ulceration depends 
ultimately on its resistance to all ordinary forms 
of treatment. Microscopically, one finds in the 
resected portion of the bladder wall a typical pic- 
ture of chronic simple ulcer. 

Of the 8 cases in the author’s personal experience, 
5 had been treated by excision of the diseased area, 
with perfect results in all but 4. The remaining 
cases are still under local treatment, and are more or 
less improved. I. S. Kou. 


Ayres, W.: Radium in Cancer of the Bladder. 
Radium, 1915, v, 44. 

After devoting some space to technique and dis- 
cussion of the effect of radium on cancer tissue, the 
author reports one case of cancer of the bladder wall 
treated by direct applications of radium by means of 
a cystoscope. The cancer occurred in a man, 72 
years of age, whose urine contained 3 per cent sugar 
and whose blood-pressure was 196. The principal 
symptoms were hematuria and increased frequency 
of urination. There was slight cachexia. An 
operation of any kind was unquestionably contra- 
indicated. 

Radium was applied under direct vision and the 
gold capsule containing the radium held in direct 
contact with the tumor for from half an hour to an 
hour at each sitting. Sixty-five treatments were 
given at intervals of from two to four days — in all 
805 milligram-hours of exposure. The first 265 
milligram-hours, 10 mg. of radium being used, 
were of little benefit except to check the flow of 
blood, but 380 milligram-hours with a 20-mg.- 
capsule caused entire destruction of the tumor 
except the base. An exposure of 180-milligram- 
hours, using a 40-mg. capsule of radium, caused an 
entire disappearance of all malignant tissue, the 
base of the tumor being indicated by a sloughing 
area only. 


No conclusions are attempted, but the author 


believes that a 40-mg. capsule is the largest which 
can be used with safety in the bladder by this method 
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and it is also the smallest from which one may 
expect satisfactory results. The author also be- 
lieves that radium will prove to be the most effective 
means of checking hemorrhage and destroying 
cancer tissue in the bladder that we have at our 
command. 

The patient is reported to have died in May, 1915, 
of septicemia. Up to the time of his death there 
had been no symptoms which would indicate a 
return of the growth in his bladder, but the physician 
in charge in April made a diagnosis of cancer of the 
rectum. The author believes that cross-raying— 
one capsule in the rectum and one on the bladder 
—should have been used in this case. 


GENITAL ORGANS 


Center, C. D.: Varicosities of the Pampiniform 
Plexus. M. J., 1915, xxvii, 337. 

Center makes an analogy of varicocele of the 
female with the male. Anatomically the right- 
angle right spermatico-renal with the oblique angle 
left spermatico-vena cava insertion is shown along 
with the like analogue of laxed muscular surround- 
ings in the broad ligaments and the fecal and foetal 
(when pregnant) pressure upon the post-sigmoid por- 
tion of the venous return flow. Pampiniform varix 
in the male he places as occurring in 10 per cent 
of 300 subjects examined. 

Dull aching pelvic adnexia, lumbosacral pain, 
dysmenorrhoea, menorrhagia, neurasthenia, and 
abnormal sexual appetite, he says, are frequently 
due to spermatic vein block which is causing pampini- 
form plexus varicosities. Patients are recommend- 
ed to be examined in the erect posture so that the 
plexus is filled. The varicocele should be found as a 
doughy mass in the broad ligament. Seven cases 
are cited, of which four had the plexuses ligatured. 
Of these, three cures are claimed, while the fourth 
showed marked improvement. 

Cares E. BARNETT. 


Valentine, J. J.: Arteriosclerosis with Relation to 
Prostate Operations. N. Y. M.J., 1915, ci, 997. 
A heart whose compensation is reasonably well 
established will tolerate a prostatectomy surprisingly 
well. Those suffering with aortic lesions do not do 
as well as those with mitral lesions. High arterial 
pressure alone is no contra-indication, as this is 
reduced during and following a prostatectomy. 
The author recommends the Milian method in es- 
timating the coagulability of the blood, and lays 
particular stress upon the preliminary study con- 
sisting of a careful, thorough examination of from 
one week to three months’ duration, as well as the 
pre-operative preparation consisting of confining 
the patient to bed with an indwelling catheter, 
irrigations of the bladder twice daily, lasting from 
four to ten days. 
Seven prostatectomies were performed on pa- 
tients whose blood-pressure ranged from 145 to 220 
mm. None died. Two of the patients showed 
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severe parenchymatous nephritis, the remainder in- 
terstitial nephritis. Bronchitis was present in all 
cases. Five of the operations were by the supra- 
pubic, two by the perineal route. All operations 
were done in one stage. H. A. Kraus. 


Allen, C. W.: Prostatectomy Under Local Anzs- 
thesia. Surg., Gynec. & Obst., 1915, Xx, 477. 

Allen lays great stress on the anoci-association of 
Crile and Lower, and illustrates the Lower method 
of injecting the prostatic capsule. He urges the 
necessity of some sort of two-step operation in order 
to avoid the combined shock of surgery and the 
sudden relief of a chronically distended bladder 
with back-pressure on kidneys. He advises the 
Trendelenburg position which allows the bladder 
to distend with air and so gives a clearer field for 
inspection and operation. After enucleation the 
cavity is packed and pressure made by the suture 
passed through the urethra and anchored at the 
meatus. Allen reiterates all the points advanced as 
favoring the Crile-Lower anoci-association and 
technique. I. R. 


Page, H. M.: Spinal Anzesthesia in Forty-Three 
Suprapubic Prostatectomies. Lancet, Lond., 
1915, Clxxxvili, 1013. 

Page has found spinal anesthesia of great assist- 
ance in many genito-urinary operations, such as 
malignant disease of the bladder, lithotomy, some 
cases of lithotrity, extensive perineal fistula, etc. 

The victim of enlargement of the prostate gland 
is not only frequently of great age, but often presents 
evidence of organic degeneration, such as inade- 
quately acting renal tissue, degeneration of the 
vasculis system, emphysema, and bronchitis. The 
question of anesthesia may therefore present a 
serious problem both as to the immediate result and 
ultimate recovery. 

The commonest causes of death following supra- 
pubic prostatectomy are shock and hemorrhage, 
suppression of -urine, pulmonary complications, 
and paralytic distention of the bowel. 

From his experience in the administration of both 
general and spinal anesthesia for this and many 
other kinds of operations he has come to the follow- 
ing conclusions: General anesthesia administered 
for prostatectomy, which during the enucleation of 
the gland must be deep enough to relax the abdom- 
inal muscles, does not prevent shock. If ether be 
the drug employed it tends rather to increase the 
amount of hemorrhage and the risk of the super- 
vention of urinary and intestinal complications. 
Possibly it tends to increase preéxisting pulmonary 
troubles. Successful spinal anesthesia, however, 
practically prevents shock, and even in cases where 
the spinal block is not perfect the operative shock 
is greatly diminished. The risk of the superven- 
tion of suppression of urine is smaller. 


The method Page uses is as follows: A previous 


subcutaneous injection of morphia or omnopon and 
atropine with or without scopolamine is given. 


GENITO-URINARY SURGERY 


He injects in the second lumbar space in the middle 
line with the patient lying on his side, using Barker’s 
needles and his internal cannula. The drug used in 
all these cases was noyocaine. In the first 21 cases 
he used a solution weighted with mannitol. 

In the cases reported no failure to obtain muscular 
relaxation or analgesia occurred. Anesthesia, 
though slow to appear in 3 cases, was perfect even- 
tually in 41 cases out of the 43; in the 2 others there 
were muscular relaxation and analgesia of the blad- 
der. Thirty-four of the cases were operated on 
without any general anesthesia. Nitrous oxide 
and oxygen were given to 4 cases for prevention of 
mental shock, the spinal anesthesia being perfectly 
good. In 3 cases a little general anesthesia was 
given during the skin incision, after which it was 
withdrawn and no more given. 

In a majority of the cases the author was asked 
by the surgeon to give spinal anesthesia for special 
reasons, such as great age, vascular degenerations, 
low specific gravity of urine, emphysema, and bron- 
chitis. H. A. Moore. 


MISCELLANEOUS 


Thomson-Walker, J. W.: Recent Work in Urinary 
Surgery. Practitioner, Lond., 1915, xciv, 752. 

In this paper articles by Beer, Ashcroft, and 
Gehrels on the treatment of papilloma of the urinary 
bladder with the high-frequency current are dis- 
cussed. Then follows a summary of the views of 
Keyes on the treatment of bladder tuberculosis, 
secondary to inoperable prostatic or bilateral renal 
lesions. The action and use of urotropine as a 
urinary antiseptic, together with Burnam’s tests for 
free formaldehyde in the urine, and the results of 
Smith’s investigation of this test are also discussed. 

Articles by Billington, Pardhy, Mills, Gardiner, 
the author, and others on the treatment of movable 
kidney are reviewed with the conclusion that opera- 
tion is of benefit in cases of (1) intermittent hydrone- 
phrosis, (2) chronic lumbar renal pain relieved only 
by horizontal rest, and (3) a few cases of Glénard’s 
disease. 

A review is also given of the work of Legueu and 
Morel in their study of the blood of 85 patients 
suffering from various diseases of the prostate. 
These authors find that the leucocyte count varies 
with the nature of the disease, and that go per cent 
of the cases of adenoma showed an eosinophilia. 
While this was not a specific reaction, they regard 
its occurrence as a sign of the presence of adenoma 
rather than a neoplasm. 

Gayet’s study of Ambard’s urea coefficient in a 
series of cases proved to him that the test is an in- 
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dication of the physiological state of a single func- 
tion, the elimination of urea. The use of this test 
makes it possible to follow very closely the improve- 
ments brought about by the relief of retention, and 
to choose the best time for radical operation. This 
author regards it as surer and more reliable than the 
dye functional tests. H. L. SAnForp. 


Brown, L.: The Significance of Tubercle Bacilli 
in the Urine. J. Am. M. Ass., 1915, lxiv, 886. 


In the classification of his conclusions Brown 
says that no staining method differentiates ab- 
solutely tubercle bacilli from smegma bacilli, but 
that cultural methods may aid greatly. The smeg- 
ma bacillus is shown to be present, when thorough 
cleansing of the urethra is not done, in as high as 
46 per cent of the subjects. The cold-blooded 
tubercle, lepra, streptothrix, milk-and-butter and 
timothy-hay bacilli are mere possible but not 
probable invaders. He considers the finding of 
sterile pus of much value from a diagnostic stand- 
point. Frequency of examination in the hope 
of a so-called “shower” of tubercle bacilli is 
advocated. Petrofi’s practical method for pre- 
cipitating the solids of the urine is considered most 
satisfactory. 

Animal inoculation, with the production of tuber- 
culosis, is an absolute test, but of value only when 
positive. A case is cited in which urine containing 
numbers of acid and alcohol-fast bacilli was injected 
into guinea pigs without producing tuberculosis. 
The patient developed tubercular epididymitis in 
spite of the guinea-pig findings. ‘The possible solu- 
tion was that the bacilli were dead. This would 
also be a possible solution for tubercular bacilluria 
with kidney free findings. 

Radiography may aid in the quick detection of 
caseous foci when the urine contains no tubercle 
bacilli, where, on account of a blocked ureter, pyo- 
nephrosis or a fibrocaseous mass is present. 

In spontaneous healing or autonephrectomy, 
Brown considers that tubercular renal obliterans 
is ofttimes fictitious, but refers to two cases by 
Renton and Elkhorn. Renton’s case at post-mor- 
tem showed a tubercular kidney on one side while 
the other kidney had been absorbed. Elkhorn’s 
case was operated upon, removing a mere sac which 
contained no tubercle bacilli. 

Nephrectomy of the tubercular kidney is advised, 
followed by the use of tuberculin post-operative. 

In genital tuberculosis he considers the appear- 
ance of the bacillus in the urine as too late to be of 
advantage. Nodular epididymii, vesicule semi- 


nales and prostate are referred to as earlier posi- 
C. E, BARNETT. 


tive signs. 
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EYE 


Bulson, A. E., Jr.: Diagnosis and Treatment of 
Simple Glaucoma. J. IJndiana St. M. Ass., 
1915, Viii, 180. 

The author gives the prodromal symptoms of 
glaucoma simplex and urges the importance of their 
warning. It is only when central vision fails that 
the patient becomes concerned, but when this stage 
is reached valuable time has been lost. ‘The con- 
tracted fields, increased tension, and cupping of the 
disk are important aids in the diagnosis. He urges 
the use of the tonometer and perimeter. Various 
operative measures are mentioned, but the opera- 
tion of Elliot is the one of choice. The author 
advises medicinal treatment with eserine or pilo- 
carpine and the regulation of the habits of life 
before operative interference. He speaks favorably 
of eserine in olive oil. The source of the vague 
symptoms which are so often attributed to the need 
of changing glasses should be thoroughly ex7 mined 
with the ophthalmoscope, perimeter, and tonometer. 

L. J. GoLpBacu. 


McCaw, J. A.: The Colloidal Theory of the Pathol- 
ogy of Glaucoma. Colo. Med., 1915, xii, 149. 

McCaw presents a review of the colloidal theory 
of glaucoma as advanced by Fisher, and describes 
two series of experiments by the author. 

The first experiment consisted in the introduc- 
tion of equal amounts by weight of dried, pulver- 
ized blood fibrin into various solutions contained in 
test-tubes of the same diameter. The fibrin swelled 
to various heights and two conclusions were reached: 

1. Fibrin swells more in the solution of any acid 
than it does in distilled water, but when equinormal 
acids are compared the amount of swelling is greater 
in some acids than in others. 

2. The addition of any salt to an acid solution 
decreases the extent to which fibrin will swell in 
that solution. Observations on the behavior of 
gelatin in acid solutions show that in the main the 
same results are obtained as with fibrin. 

The second experiment consisted in the immer- 
sion of fresh sheep eyes in acid solutions of various 
strengths. The eyes were then weighed at stated 
intervals and it was found they had absorbed great 
quantities of water, in two cases producing a rupture 
of the sclera at the equator. 

The author concludes that the cause of the oedema 
lies in the tissues, regardless of the circulatory 
apparatus. He inquires into the cause of the changes 
which the tissues suffer to get into this state. 

The work of other experimenters is reviewed and 
the conclusion reached that the cause of glaucoma 


may well reside in the tissues of the eye, and that it 
becomes glaucomatous not because there is more 
fluid pressed into it but because through changes 
in itself it absorbs more water. This increased 
absorption of water is dependent upon the chemical 
alteration of the colloids in the eye, due to the ac- 
cumulation of acids within the tissues. 
J. Mitton Griscom. 


Wilmer, W. H.: Sclerocorneal Trephining in 
Glaucoma. South. M.J., 1915, viii, 419. 

Wilmer records the histories of 26 glaucomatous 
eyes occurring in 16 individuals, all of which were 
operated on by the sclerocorneal trephining method 
of Elliot. The complete history of the corrected 
vision, tension, and fields of each case before and 
after operation is included, together with the opera- 
tive and post-operative complications. The cases 
operated on include 9 eyes affected with secondary 
or chronic glaucoma, and 18 with simple glaucoma. 

A review of the final results shows that vision was 
improved in 18 cases with no change in the re- 
maining 8. The fields were increased in 22 cases, 
and remained unchanged in 4. Tonometric readings 
before operation averaged 43.2 mm. Hg., whereas 
afterward it was 12 mm. Hg. On but one case has 
the tension since risen above 20 mm. Hg. 

The author considered the freedom from resulting 
astigmatism an important factor in favor of the 
Elliot operation, and concluded from his experience 
that corneoscleral trephining was the safest and 
most effective way of reducing excessive tension in 
all forms of glaucoma except the acute, where iridec- 
tomy is still the operation of choice. 

J Mitton Griscom. 


Thompson, W. R.: Surgical Treatment of Tra- 
choma. Texas St. J. Med., 1915, x, 499. 

The author urges the importance of early diagno- 
sis and treatment for trachoma in preventing cor- 
neal infection. He lays stress upon the infectious- 
ness and contagiousness of the disease. He ad- 
vises surgical treatment, especially the expression 
of the conjunctiva and the resection of the tarsal 
cartilage, the latter being the procedure par ex- 
cellence. He emphasizes the necessity of handling 
these cases properly and the advantage gained in 
doing the Heisrath-Kunt tarsal resection in chronic 
cases of trachoma. L. J. GotpBacn. 


Bach, J. A.:_ A Modified Muscular Advancement 
Operation Applicable in All Cases and Easy 
of Execution. Wis. M. J., 1915, xiii, 481. 


This operation is designed to meet all possible con- 
ditions of squint, and it is claimed to be simple, 
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painless, and effective. The author believes that the 
capsule of Tenon plays a more important part in the 
movements of the globe than is generally admitted, 
and that in advancing the capsule we conserve the 
coéperating power between those muscles which 
rotate the eye ball in a given direction. Heretofore 
capsular advancement has failed largely because the 
sutures have cut through, and the author empha- 
sizes the necessity of temporarily disabling the op- 
posing muscle by overstretching, thus eliminating 
the tension on the advanced capsule. The amount 
of correction possible is practically unlimited and in 
one case a squint of 75° was corrected satisfactorily. 

As to the operation itself, a semilunar strip of 
conjunctiva the width of the cornea and extending 
far enough back to fully expose the attachment of the 
tendon is removed. Sutures are then introduced 
above and below through the conjunctiva and cap- 
sule adjacent to the cornea, passed over the denuded 
area and then under the conjunctiva as far back as 
necessary, passing through the conjunctiva and 
capsule at the margin of the tendon and out. Before 
tying the sutures the opposing muscle is tenotomized 
and forcibly stretched by rotating the globe. 

J. Mitton Griscom. 


EAR 


Beck, J. C.: The Réntgenographic Diagnosis in 
Otosclerosis. Laryngoscope, 1915, XXV, 154. 

As a result of his study of stereoréntgenograms 
made from 27 cases in which a clinical diagnosis of 
otosclerosis was made, the author states that while 
he is not in a position to say that he can positively 
diagnose otosclerosis by means of a réntgenogram, 
he does say that there is no question that in marked 
progressive cases the dark areas (in the negative) 
in the region of the promontory of the cochlea, espe- 
cially in the upper and posterior region, are markedly 
enlarged, which indicates a deficiency in lime salts. 
In normal children a similar condition is frequently 
seen, but there is a more general deficiency through- 
out all the bones of the body. In the suppurative 
form of middle ear disease, especially when the 
labyrinth is involved, areas of rarefaction or absence 
of bone are frequently found, but these are usually 
surrounded by sclerosed dense bone. 

Otto M. Rorr. 


Turner, A. L.: The Clinical Aspect of Tubercular 
Disease of the Ear. Proc. Roy. Soc. Med., 1915, 
viii, Otol. Sect., 15. 


The report is made from 51 children observed with 
tuberculous disease of the ear. As regards the 
mode of onset 92 per cent were of quiescent origin, 
pain being a conspicuously absent phenomenon. 
In 45 or 88 per cent the discharge was the first 
clinical sign noticed; in 2, the glands; in 1, discharge 
and facial paralysis were noticed first. 
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Facial paralysis was observed as a sign during 
some part of the course of the disease in 23, or 45 
per cent of cases. 

As regards concomitant affections of the laby- 
rinth, in 35 cases operated upon the labyrinth was 
destroyed in whole or in part in 8, or 22 per cent. 
The outer labyrinth wall showed changes in 11 
others. 

Four, or 7 per cent, died of tuberculous menin- 
gitis. As regards the pathological findings in the 35 
cases operated upon, the author states that definite 
evidence of tubercle was sought for in 17 cases, with 
the following result: 1 inoculation of guinea pig 
and development of general tuberculosis; 2 tubercle 
bacilli in the ear discharge; 14 giant-cell sys- 
tems and caseation in the granulations. There were 
sequestra in 45 per cent; carious bone in 48 per cent; 
granulations and caseous material were common; 
there were no cholesteatomata. Orro M. Rorr. 


West, C. E.: Tuberculosis of the Auditory Appara- 
tus Treated by Permanent Drainage of the 
Lateral Ventricle. Proc. Roy. Soc. Med., 1915, 
viii, Otol. Sect., 32. 


About five months after a bilateral radical 
mastoid had been performed, there developed a 
sudden complete right hemiplegia, in an infant 
two and one-half years of age. There were general 
signs of a chronic meningitis, squint, retraction of 
the head, and unconsciousness. 

About 3 months later, there developed con- 
vulsions, mostly right-sided, and unconsciousness. 
Chloroform was given, and a large temporal flap 
was turned down and the whole of the squama re- 
moved on the left side. When the dura mater was 
turned down the leptomeninges were found to be 
intensely oedematous and a large quantity of cerebro- 
spinal fluid ran away. The brain bulged strongly 
through the opening. In the anterior part of the 
exposed area, over what would represent the lower 
part of the motor area, the color was blue and had a 
cystic appearance. This area was punctured and 
found to be an enormously dilated lateral ventricle. 
The fluid was allowed to run away slowly, the dura 
replaced but not sutured, and the scalp wound 
closed. Three weeks later, because of a return of the 
convulsions, the scalp bulge was pierced by a long 
needle armed with No. 3 twist silk, the needle being 
passed directly across the bulge and brought out 
through the skin some two inches beyond the edge 
of the old incision. Both ends of the silk were buried. 
One such line passed from above and behind, down- 
ward and forward emerging in the parotid region; 
two others led upward into the parietal region. 
There was an immediate and remarkable passage of 
fluid along the threads, producing an obvious cedema 
The child’s general health has been excellent since 
the operation, now more than three months. 

Orto M. Rorr. 
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NOSE 


Skillern, R. H.: The External Operation of the 
Frontal Sinus. Laryngoscope, 1915, xxv, 212. 


The author first discusses the indications which 
he divides into the absolute and the relative. 
Absolute indications are: 

1. Where the disease has made such progress as 
to seriously threaten some neighboring organ, and 
even life itself is threatened, or there are actual 
cerebral and orbital complications. 

2. When the subjective symptoms are severe 
enough to interfere with the business pursuits of 
the patient. 

3. When severe exacerbations occur. 

4. In abscess or fistula formation. 

Relative indications are: 

1. When the headache continues with no apparent 
change in the amount or consistency of the secretion. 

2. When despite frequent irrigations the pus 
continues foetid, even though diminishing slightly 
in amount. 

3. When the X-ray shows a large sinus with many 
ramifications and the disease does not appear to 
yield satisfactorily to internal treatments. 

As to the type of operation, this is often determined 
by the pathological change present or the anatomical 
configuration of the sinus. 

However, other things being equal, the author 
performs his modification of the Jansen operation. 

The principles of this operation are to spare the 
anterior wall, but obtain the requisite space by 
resecting the superior internal portion of the margin 
of the orbit and the floor of the sinus, thus exposing 
the entire lower portion or funnel of the frontal 
sinus. After this has been done the usual procedures 
are followed, i.e., removal of diseased mucosa, the 
ethmoid cells, and if necessary the sphenoid is 
opened. The communication with the nose may be 
enlarged to any desired size by merely removing the 
orbital plate piece-meal with the bone forceps. 
The wound is closed and dressed in the usual man- 
ner. Orto M. Rort. 


Smith, H.: Case of Nasopharyngeal Sarcoma and 
Two Cases of Nasopharyngeal Fibromata. 
Laryngoscope, 1915, XXv, 224. 

The case of nasopharyngeal sarcoma had had 
several hemorrhages from the nose and temporal 
pain. A bluish red growth was seen to extend along 
the left pharyngeal wall and likewise to involve the 
soft palate. 

The two cases of fibromata are being treated with 
injections of monochloracetic acid. Four injections 
in one has caused a reduction in size. 


, THROAT, AND MOUTH 


The other case was first subjected to operation, 
the growth being snared off. Bleeding necessitated 
postnasal plugging for several days, at which time 
an otitis media with mastoiditis and other complica- 
tions developed, which nearly proved fatal. In the 
meantime the growth had returned, so the author 
began giving injections of monochloracetic acid. 
On December 15 the first injection of 5 minims of 
the saturated solution was made. Since that time 
injections have been made at intervals of ten days 
to two weeks, and the growth shows reduction in 
size. Orro M. Rorr. 


Smith, H.: Blindness Incidental to External 
Ethmoidal Operation. Laryngoscope, 1915, xxv, 
210. 


The case reported by the author was one of bilat- 
eral polypoid degeneration of the ethmoid laby- 
rinth. A specialist in a neighboring town while 
operating on the left ethmoid externally, with the 
patient under a general anesthetic, had apparently 
lost his direction, for the instrument had perforated 
the perpendicular plate of septum and invaded the 
opposite ethmoid. Following the operation, blind- 
ness resulted in the right eye, and a diagnosis of 
neuritic atrophy was made. The author does not 
state whether the blindness was due to direct in- 
jury of the optic nerve, or whether traumatism with- 
in the region of the nerve produced a hemorrhage 
of the cavernous sinus, or whether pressure followed 
the induration of the tissues surrounding the nerve. 

The author states that the lessons to be learned 
from this case are: 

1. Removal of polypi incident to sinusitis should 
be done under local anesthesia. 

2. Orientation is maintained far better when the 
operation is performed under local anesthesia with 
the conscious assistance of the patient than when 
the patient is under a general anesthetic. 

3. With a patient under general anesthesia, 
with the head in any other than a direct line, and 
with the operator working backward and upward, 
there is considerable danger of losing the direction. 

Otto M. Rorr. 


Stein, O. J.: Report of a Case of _ yer 
Growth Operated Through the Nose and 
Sphenoid. Laryngoscope, 1915, xxv, 159. 


The author’s technique was as follows: A full 


luncheon was allowed at 11 o’clock. Two hours 
later a hypodermic of 1/150 gr. scopolamine and 
1/6 gr. morphine was given and repeated in one hour, 
at which time 1 ccm. of pituitrin was injected. About 
one-half hour was then consumed in applying to 
the nasal septum and the right middle turbinate 
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flake cocaine on a cotton applicator dipped in 
adrenalin solution. A submucous operation was 
performed on the septum. After reaching the 
rostrum, the right middle turbinate was removed. 
By means of Killian’s- extra-long bivalve nasal 
speculum, the mucoperichondri-periosteum flaps 
were held apart to allow of painstaking elevation 
of the thin periosteum covering the rostrum and 
outer wall of the sphenoid. 

When sufficiently separated the membranes were 
easily retracted with an extra-long and wide re- 
tractor, and by using a sharp spoon or the sphenoid 
punch forceps introduced in the ostei the outer wall 
of the sphenoid was rapidly bitten out and its 
septum was then broken down and removed by the 
aid of chisel and forceps. On entering the sphenoid 
cavity a slight amount of bloody serous fluid was 
encountered. It was apparent to the touch of the 
probe that at places the floor of the sella was de- 
fective, as a soft mass was occasionally felt. ‘Touch- 
ing the dura caused the patient great pain. While 
mopping the area with a cotton wrapped probe, the 
probe entered the brain on the left side, immediately 
causing a collapse of the patient with every evidence 
of hemorrhage into the brain, even to unconscious- 
ness, paralysis, retarded breathing, slow pulse, 
buccal relaxation, dilated pupils, etc. An iodiform 
gauze strip was placed between the septal membranes 
to the sphenoid, and the nostrils lightly filled with 
cotton covered with guttapercha tissue. The 
patient soon recovered consciousness, with no 
ill-effects. 

The gauze drain was removed in thirty-six hours 
and the two flaps held in coaptation twenty-four 
hours by the light pressure of rolled gutta percha 
tissue. The patient left the hospital seven days 
later, with improved vision and no headache. This 
report was made two months after operation and 
all of the symptoms had disappeared. 

The advantages of this method of approach are: 

1. The anesthesia is local. 

2. It is the least destructive and sacrificing to 
tissues. 

3. It is the most aseptic, thus lessening the 
danger of meningitis. 

4. It presents a complete aseptic closure of the 
wound, thus minimizing the dangers of after-in- 
fection. 

5. There is no danger whatsoever to the nose, 
and the patient does not subsequently complain of 
dry throat, disagreeable nasal scabs, scars, bleeding, 
pain, headache, anosmia, cough, bad odor, etc. 

6. No special instruments are absolutely neces- 
sary. Orto M. Rorr. 


Thomasson, W. J.: Congenital Bony Occlusion of 
the Right Nasal Choana. Laryngoscope, 1915, 
XXV, 221. 


A submucous resection of septum was first 
performed, the incision was made well back, and 
extended from a point high up to the floor of the 
nose. The tissue covering the septum was elevated 
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on both sides in the usual way, back to the bony 
occlusion. The deflected cartilage and bone were 
then removed, and the next step was to elevate the 
tissue covering this occlusion through the button- 
hole incision in the septum. The bony occlusion 
appeared to be an extension of the vomer and was 
adherent to the outer wall of the nasal cavity. 
The bone was about the thickness of the normal 
plate of vomer that is removed in the ordinary re- 
section of the septum. 

The next step in the operation was to get a 
proper flap to cover the floor of the nasal cavity. 
This was done by making a curved incision com- 
mencing at the floor of the nose on the outer portion 
of the nostril and finishing at the floor on the inner 
side. This flap was brought forward, and it not 
only made a good covering for the inferior part of 
the wound but also allowed a good view for the re- 
moval of the bone by the use of the chisel and biting- 
forceps. Orto M. Rort. 


Watson-Williams, P.: The Pernasal Operation for 
Frontal Sinus Suppuration. Bristol Med.-Chir. 
J., 1915, XXXiii, 24. 

The author divides the non-external operations 
for frontal sinusitis into two classes: (1) those 
restricted to the removal of ethmoid cells and other 
structures within the nasal fossa below the frontal 
sinus — the strictly internasal operations —and (2) 
those in which the operative field comprises parts 
entering into the formation of the sinus itself, i.e., 
the nasal crest and any other structures above 
the lower end of the ostium frontal, in which case 
the operation is no longer intranasal but pernasal. 

The instruments to be used are: (1) a small 
angular punch forceps made in two sizes, (2) frontal 
sinus rasps for the crista nasalis, (3) guarded electric 
rotating burr, (4) sliding punch forceps, and (5) 
bougies for measuring the size of the opening. 

The operative technique is as follows: 

Intranasal Operation. 1. With a small angular 
ethmoidal forceps engage the anterior margin of 
the middle turbinal at its point of attachment to the 
outer nasal wall; cutting through this, the forceps 
enter \the anterior ethmoidal cells in front of the 
frontonasal passage. 

2. Keeping to the outer side of the vertical plate 
of the ethmoid, clip away all the agger cells and 
the other anteconchal cells right up to the crista 
nasalis. 

3. The anterior ethmoidal cells lying behind o 
above the frontonasal duct, including the bulla 
ethmoidalis are removed by the forceps as far back 
as may be necessary. 

4. Using the larger forceps, the thicker projecting 
partitions of the cells are laid open and punched away. 

5. The bougies are passed into the sinus, so as 
to gauge the size of the frontonasal channel thus 
formed. Usually Nos. 18 or 19 will enter, sometimes 
19 to 23 or 19 to 25 are used. ; 

In the pernasal operation, if such a large bougie 
will not enter, the bone corresponding to the nasal 
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crest may be shaved away by the sliding cutting 
forceps till these large sizes can be introduced, or 
the crest reduced first by the smaller guarded burr, 
or by a small-sized sharp raspatory, till the passage 
admits the burr or forceps. When a No. 17 enters 
the sinus the bony boss can be burred away first 
with the 4 mm. wide burr until it enters the sinus. 
When the frontal sinus opening lies well to the 
outer side and tends to guide entering probes 
toward the orbital roof, unless contra-indicated by 
skiagram, it is well to draw the sliding forceps or 
burr toward the front so as to enlarge the frontal 
ostium to the front and inward rather than toward 
the orbital roof outward. 

With the small forceps, which now enter freely, 
the projecting walls of any remaining ethmoidal cells 
may be clipped away to render the passage freer. 

The after-treatment is as follows: 

1. In lavage of the sinus, first with saline solu- 
tions and weak peroxide of hydrogen and some mild 
antiseptic, such as colloidal or other silver prepara- 
tions, iodine solutions, and so forth, and later with 
stronger solutions if necessary. 

2. Passage of the largest bougie the canal will 

take comfortably, repeated at short intervals to 
prevent adhesions, and to insure the passage re- 
maining widely open until the sinus has become 
healthier or the discharges disappear. 
. 3. As to the use of vaccines, etc., in cases of 
streptococcal infection it is always safer to give 30 
to 50 ccm. of polyvalent antistreptococcic serum 
immediately before operating, and follow with 
sensitized vaccines. Orro M. Rorr. 


Pegler, L. H.: Case of Synechiz and Contraction 
of the Vestibules. Proc. Roy. Soc. Med., 1915, 
viii, Laryngol. Sect., 84. 

As a result of a shrapnel wound, the vestibules 
were almost closed by adhesions, the columella thick- 
ened by inflammatory deposits, and the turbinals 
were so affected that nasal breathing was prevented. 

The treatment consisted in paring away the 
cartilage and sawing off the long projections from the 
septum by the older methods, aided by the spoke- 
shave and punch. Thus it was made possible to 
reduce the turbinates in the usual manner, and to 
introduce an India-rubber tube of about two- 
fifths inches caliber into each nostril. These were 
worn for a month, but upon removing them vesti- 
bular contraction from regrowth of tissue threatened 
to recur. After performing two lesser operations 
and directing that tubes be worn for a few more 
weeks, a good, permanent airway was established. 

Otto M. Rott. 


Lewis, F. O.: The Normal Nasal Septum and the 
Pathology of Deflections. N.Y. M.J., 1915, ci, 
736. 


Lewis calls attention to three forms of septal 
deviations which have been forcibly impressed 
upon him because of the local and constitutional 
symptoms they produce, the difficulty encountered 
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in their correction, and the good results obtained 
by operation. He classifies them as follows: 

1. Traumatic deviation of the quadrangular 
cartilage, where the cartilage has been fractured or 
dislocated in such a manner that the convexity of 
the deformity obstructs one side of the nose while 
the free border of the cartilage partially occludes the 
other side, with often compensating hypertrophy of 
the inferior turbinate, adding much to the discomfort 
of both the patient and operator. To correct this 
condition he removes the entire cartilage, especially 
if there is twisting of the nasal tip. 

2. This deviation is formed near the floor of the 
nose from just within the vestibules to the posterior 
nares, composed of cartilage and bone overlapping 
and a groove in the opposite side. This deviation 
impinges on the inferior turbinate and interferes 
with drainage and ventilation, and is often associ- 
ated with eustachian catarrh and deafness. 

3. Adeflection of the vertical plate of the ethmoid 
impinging on the middle turbinate, which is often 
hyperplastic, giving rise to reflex symptoms, hay- 
fever, asthma, neuralgia, etc. The operative re- 
sults in cases in this class are often brilliant. 

The author closes by suggesting that if children 
are taught the old adage to ‘‘shut your mouth and 
save your life” there will be less need of nasal 
surgery. GeEorGE M. Coates. 


Graham, C. I.: Tuberculosis of Nasal Fosse. 
Proc. Roy. Soc. Med., 1915, viii, Laryngol. Sect., 77. 
The condition was manifested by a slight en- 
largement of the anterior end of the right inferior 
turbinal, which was red and granular in appearance, 
with a slight amount of clear, sticky discharge. 
The left inferior turbinal presented the same ap- 
pearance, but not to such a great extent. Later 
there was a definite ulceration of the right vestibule 
involving the outer wall, the ventricle, and a small 
area of nasal septum. Tubercle bacilli were dem- 
onstrated. Otto M. Rott. 


Carter, W. W.: Two Cases of Depressed Nasal 
Deformity Resulting from the Submucous 
Operation. Med. Rec., 1915, Ixxxvii, 813. 


The author reports two cases in which the upper 
edge of the septum where it should lie wedged in 
between the two lateral cartilages had either been 
dislocated or removed from this position. Attention 
is drawn to removal of this part of the septum by 
means of a punch forceps and not by means of an 
instrument which makes traction on the rest of the 
septum, because this traction may dislocate the 
upper edge from its position between the two 
lateral cartilages. M. Rort. 


Decherd, H. B.: Some Results of Nose and Throat 
Operations in the Chronic Poisoning of the 
Heart, Lungs, Kidneys, Joints, etc. 
M.J., 1915, viii, 424. 


The author reports two cases to emphasize par- 
ticularly the etiological relationship between the 
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tonsils and rheumatism, and the ethmoid and 
asthma. The conclusions he reached are: 

1. To be considered so lightly both by doctors 
and the people, tonsillectomy is the most delicate, 
difficult, and dangerous operation in surgery. 

2. Tonsillar hoemorrhage is the very rarest com- 
plication if the operation has been properly per- 
formed; i.e., by dissection and the cold wire snare. 

3. The importance of adenoids has been greatly 
exaggerated, while the tonsils have received insuffi- 
cient attention. 

4. The most inoffensive looking tonsil is usually 
more dangerous than the large, red, and inflamed one. 

5. Some scarring and retraction of the faucial 
pillars obtain after every extracapsular tonsillect- 
omy, but the patient is cured and no untoward 
sensations occur in the throat. 

6. “Rheumatism” embraces all disorders of 
bones, joints, and muscles, from “growing pains”’ to 
complete invalidism. When properly questioned 
few persons can be found who have not had “rheu- 
matism” in some form. This means a focus of in- 
fection. This focus is most often in the faucial 
tonsil. After middle life and in old age, the ethmoids 
are often secondarily involved. 

7. There may be some other focus of infection, 
but the patient will not be cured without a properly 
performed tonsillectomy. 

8. It is far better and much easier to prevent 
these cases of chronic focal infection by removal of 
tonsils in early life, than to attempt cures in adults. 

g. Removal of tonsils removes a breeding place 
for the endamoeba of pyorrhoea alveolaris, and also 
removes a site for carrying diphtheria bacilli. 

10. The ultimate result of chronic focal infection 
can be interpreted in terms of old age, arteriosclero- 
sis, stiffness of muscles and joints, chronic inflam- 
mation’ of the bronchi, serous cavities of the head 
endocardium, kidneys, etc. 

11. The use of vaccines and bacteriolytic serums 
has so far been rather unsatisfactory because (1) the 
bacteria in the distant parts may, on account of 
mutation, be quite different organisms from those 
in the original focus; (2) on account of septic emboli 
in the end arteries, the antibodies may not suffi- 
ciently penetrate to the diseased structures. 

Otto M. Rorr. 


Beebe, H. M.: Skiagraphic Diagnosis of Nasal 
Accessory Sinuses. J. Ophth., Otol., Laryngol., 
1915, Xxi, 319./ 

As a result of his experience the author states 
that only the more dense liquids, so-called mucoceles, 
polypi, or neoplastic growths of fibrous type, are 
capable of shadow formation of diagnostic import. 
Epithelial thickenings, marked in extent, are capable 
of causing the same appearance. No differential 
findings are possible in the above conditions. Acute 
sinus inflammations cause little, if any, change in 
density. Furthermore, any changes noted in the 
shadow cast by the sinus contents may be duplicated 
by the normal sinus. 


As to sinus outline, the author states that in 
this we have the most tangible evidence of patholog- 
ical sinus change. Any of the conditions common 
to these areas, whether inflammatory or neoplastic, 
are capable of causing a change in outline which is 
demonstrable in the skiagraph according to the de- 
gree of the condition. This blurring or hazing of 
outline in the affected sinus is possible of inter- 
pretation only as a pathological change of some 
type. Nothing differential is possible. 

There are three points of possible value that 
can be determined by the ray: (1) the location of, 
(2) the size of, (3) the presence or absence of, the 
various sinuses. 

Summing up the question the author says: 

1. Skiagraphy of accessory nasal sinuses as a 
diagnostic procedure has been overestimated. 

2. A routine technique is essential to correct 
interpretations. 

3. Interpretations are entirely comparative. 

4. Sinus shadows in disease are simulated in 
normal conditions. 

5. Blurring of outline is the only positive sign. 

6. A skiagraph gives positive evidence as to the 
anatomy of the sinus. 

7. Studies and interpretations in the absence of 
clinical findings are necessary in determining the 
exact value of this method. Orto M. Rort. 


THROAT 


Graef, C.: Two Cases of Laryngeal Obstruction, 
and One Other. Med. Rec., 1915, Ixxxvii, 604. 

The first case reported was that of a patient, aged 
36, with gumma of the larynx. While under exam- 
ination, signs of impending suffocation came on and 
the patient was apparently dead before a tracheot- 
— was performed, which, however, proved success- 
ul. 

The second case was that of a child, aged 11, which 
was being operated upon for mastoid disease. The 
anesthetist had previously reported that the nose 
was bleeding while the patient was being put to 
sleep. During the operation the patient suddenly 
ceased to breathe. On pulling out the tongue and 
wiping out blood-stained mucus, the swab caught 
hold of a membranous-like material which had the 
shape of a mould of the larynx and trachea. When 
this was removed the patient breathed easily. This 
mould proved to be blood-clot, the source of the 
bleeding being a spouting vessel from a septal ulcer. 
This bleeding had been intermittently in progress 
for several days and a post-nasal clot had resulted. 
It was this which dislodged during the operation 
and was inhaled into the larynx. 

The third case was that of a patient, aged 32, who 
had previously had the middle and inferior turbinate 
of the right side removed under local anesthesia. 
Both of the excised fragments had been inhaled into 
the bronchi of the right side, producing dyspnoea, 
for which condition the patient had consulted the 
author. In time both fragments were coughed up. 

Orto M. Rorrt. 
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Milligan, W.: Subglottic 
Removal; Recovery. 
viii, Laryngol. Sect., 88. 

A pedunculated growth was seen arising from 
the middle line of the anterior laryngeal or tracheal 
wall; the attachment was about one-quarter inch 
below the vocal cords. Both cords were normal. 
The growth was occasionally seen to swing up be- 
tween the vocal cords. The growth was removed 
by the direct method. 

The question arose as to the origin of the growth, 
whether from the larynx or trachea. In view of 
the fact that tracheal growths are very rare and 
laryngeal growths common, and the impossibility 
of determining definitely the tracheal origin, the 
growth was called a subglottic growth. 

Orro M. Rott. 


(Tracheal) Growth; 
Proc. Roy. Soc. Med., 1915, 


MOUTH 


Raynor, F. C.: Parenchymatous Glossitis Follow- 
ing Resection of Septum. Laryngoscope, 1915, 
XXV, 227. 

Six days following resection of the septum a patient 
had this inflammatory condition of the tongue with- 
out any apparent pharyngeal involvement. 

The absence of any other assignable cause from 
the history, and examination of the mouths of 
some of the family and of his fiancee, lead the author 
to believe that the submucous operation was the 
causative factor. 

The culture from the mouth showing streptococci; 
a culture from the blood showing staphylococci; 
the appearance of a severe facial erysipelas five 
days after the tongue infection; and the prompt 
relief of the local symptoms of the tongue by hot 
irrigations are the other points of interest. 

M. Rorrt. 


Ashhurst, A. P. C.: Excision of the Tongue. Tr. 
Am. Surg. Ass., Rochester, Minn., 1915, June. 

Ashhurst described an operation which he said 
might be called a variant of Crespi and Bastianelli’s 
modification of Langenbeck’s method. It is de- 
signed only for early cases in which the entire 
operation can be completed at one sitting. 

1. An incision is made from the point of the chin 
to the hyoid bone and thence outward in folds of 
the neck well below the mandible to the mastoid. 
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This incision is extensively undermined eccentrically 
and the neck dissection is begun at the limits thus 
exposed — beyond the midline in the submental 
region, and below the bifurcation of the common 
carotid. All anterior branches of the external 
carotid and corresponding veins are divided and 
excised along with the lymph and fat. The neck 
dissection is carried up to the floor of the mouth and 
parotid, and the neck tissues are excised in one 
mass, leaving only skin (not platysma) in the flap. 
The neck wound is swabbed with iodine, and 
tamponed, completing the first stage of the opera- 
tion. 

2. The second stage comprises excision of the 
tongue. The first skin incision is continued up 
through the lower lip in the midline, and the cheek 
is turned aside. The frenum, anterior pillars, and 
mucosa on both sides of tongue being divided, the 
tongue is drawn far out of the mouth and excised; 
the only bleeding point is the lingual artery of the 
side opposite to that diseased, and this is tied in the 
floor of the mouth. 

3. To close the wound, the alveolus on the dis- 
eased side is cleared and partially excised, and 
the mucosa lining the cheek is sutured across the 
alveolar border to the stump of the tongue; the 
cheek is re-attached to the mandible by buried 
sutures, and the skin incision accurately closed, with 
rubber tube drainage from below the floor of the 
mouth. 

In more extensive cases where the operation must 
be divided into two sittings, systematic excision of 
the entire sternomastoid muscle and omohyoid is 
advised to facilitate the dissection. The skin in- 
cision recommended is a large quadrilateral flap, 
with its base at the trapezius, its lower border at 
the clavicle, its upper border the same as that from 
the symphysis menti to the mastoid already de- 
scribed, and with its free border just to one side 
of the midline. The flap is composed of skin only 
(not platysma), and is outlined only as the dis- 
section proceeds from the root of the neck upward. 
The floor of the mouth is cauterized from below 
before the skin-flap is replaced, and when the tongue 
is removed at a second operation, the floor of the 
mouth is again cauterized from above, as recom- 
mended by Bloodgood. 

A case illustrating each variety of operation was 
reported. 
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